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I^EWPOET,  July  20,  1871. 

The  Society  met  at  the  Ocean  House,  at  10  a.  m.,  and  was 


called  to  order  by  the  President, 
Present : 

Dr.  H.  W.  Williams. — 

Dr.  C.  P.  Agnew  . 

dew  York. 

“ F.  Del  AFIELD 
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Boston. 

“ B.  J.  Jeffries 
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“ IT.  G.  dEWTON 

Brooklyn. 

“ John  Green 

St.  Bouis. 

Minutes  of  the  session  of  the  last  day  of  the  last  meeting 
read  and  approved.  The  President  aj>pointed  a Business 
Committee  to  prepare  a bulletin,  and  to  select  the  topic  of 
discussion  for  next  meeting,  consisting  of  Drs.  Agnew  and 
Thomson. 

He  also  appointed  a dominating  Committee,  consisting 
of  Drs.  Boring,  Wadsworth,  dorris,  Green,  and  Pomeroy. 
The  Secretary  presented  the  resignation  of  Dr.  Pobert  Watts, 
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of  IS’ew  York,  wliicli  was  accepted.  The  ISTominating  Com- 
mittee reported  for  election  as  active  members : 


All  of  whom  were  elected. 

The  Business  Committee  then  reported  the  bulletin,  which 
was  taken  up  for  consideration : 

1.  Bemarks  on  cataract,  by  Dr.  Boring.  A pair  of  cata- 
ract-glasses was  shown,  in  which  a cylindric  and  a spherical 
surface  were  united  by  a novel  method. 

2.  A case  of  congenital  tissure  of  the  lids,  by  Dr.  Seely, 
of  Cincinnati. 

3.  A case  of  congenital  absence  of  both  eyeballs,  by  Dr. 
George  Strawbridge,  of  Philadelphia. 

In  reference  to  tlie  cjuestion  of  how  much  effect  in  the 
production  of  congenital  deformities  is  to  be  ascribed  to  im- 
pressions made  on  the  mind  of  the  mother  during  pregnancy, 
Dr.  Agnew  reported  a case  of  a child  born  with  staphyloma 
of  the  cornea,  whose  mother  during  pregnancy  had  been 
greatly  disturbed  by  seeing,  in  Dr.  Agnew’s  office,  a patient 
having  staphyloma  of  the  cornea.  Dr.  Yorris  reported  a 
case  of  congenital  absence  of  the  prepuce  in  a child  whose 
mother  during  pregnancy  had  witnessed  the  operation  of  cir- 
cumcision. 

4.  Sloughing  of  the  cornea  following  paralysis  of  the 
trigeminal  nerve,  by  Dr.  Yorris,  of  Philadelphia.  Dr.  bToyes 
related  several  cases  which  he  had  observed,  and  alluded  to  a 
report  which  he  had  recently  made  of  some  of  them  in  the 
New  Yorlv  Medical  Journal. 

5.  Dr.  Jeffries  read  by  title  the  report  on  ophthalmology, 
and  reported  also  cases  of  herpes  zoster  ophthalmicus. 

6.  Two  cases  of  general  syphilitic  inflammation  of  the 
eye,  by  Dr.  F.  Delafield,  of  Yew  York,  with  morbid  speci- 
mens. 

7.  Peport  of  Passavant’s  operations,  with  and  without 
ether,  and  also  under  nitrous-oxide  gas,  by  Dr.  Jeffries.  Dr. 
Yoyes  related  cases  of  the  operation,  in  most  instances  with 


Dr.  George  Strawbridge  . 
“ Charles  S.  Bull 
“ Edwix  IIutciiinsox 
Eiciiard  II.  Derby 


Philadelphia. 
. Yew  York. 
Utica. 

. Yew  York. 
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success — in  a few  cases  with  relapses.  Dr.  hToyes  was  in  the 
habit  of  using  nitrous-oxide  gas  for  minor  operations  on  and 
about  the  eye. 

8.  An  additional  method  for  testino'  cases  of  astigmatism, 
by  Dr.  Strawbridge,  of  Philadelphia. 

Dr.  Green  remarked  upon  the  delicacy  and  value  of  the 
diagram  described,  but  denied  that  it  was  new.  He  had  used 
and  exhibited  similar  figures,  to  be  viewed,  like  this  one,,  by 
transmitted  light,  and  had  made  other  diagrams  on  the  same 
principle,  some  of  which  other  members  of  the  Society  had 
also  employed. 

9.  Variety  of  forms  of  astigmatic  pencils,  by  Dr.  Hay. 

10.  Ophthalmoscopic  signs  in  asthenopia,  by  Dr.  Loring, 
with  drawings  of  alterations  in  the  fundus  oculi. 

11.  An  apparatus  for  cutting  microscopic  sections  of  eyes, 
by  Dr.  Edward  Curtis,  of  Hew  York,  with  many  specimens 
mounted  for  study  under  tlie  microscope,  which  were  ex- 
amined by  the  Society.  The  papers  were  referred  to  the 
Publishing  Committee. 

On  motion,  adjourned. 


EVENING  SESSION,  AT  HALF-PAST  SEVEN  o'CLOCK. 

President  in  the  chair.  Minutes  of  the  previous  meeting 
read  and  approved. 

The  Treasurer  read  his  report,  which  was  referred  to  an 
Auditing  Committee,  consisting  of  Drs.  Dyer  and  Jeffries. 

The  bulletin  was  then  resumed. 

12.  A case  of  readjustment  of  the  levator  palpebros  su- 
perioris,  by  Dr.  Green. 

13.  Astigmatism  from  old  corneal  disease,  treated  by  cy- 
lindrical glasses.  Dr.  Green. 

14.  Astigmatism  as  a cause  of  myopia.  Dr.  Green. 

15.  Experiences  with  the  use  of  atropia  in  the  treatment 
of  strabismus.  Dr.  Green. 

16.  Remarks  on  Samisch’s  method  of  treating  ulcus  cor- 
neas serpens,  by  Dr.  Hoyes. 
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17.  Description  of  a Jaeger’s  oplitlialmoscope,  modified 
by  Dr.  Strawbridge. 

Papers  referred  to  Publishing  Committee. 

On  motion,  adjourned. 


July  21,  1871. 

Society  met  at  9J-  a.  m.  The  President  in  the  chair. 
Minutes  of  previous  meeting  read  and  approved.  Dr.  Jef- 
fries otfered  the  following  resolutions,  which  were  adopted ; 

llesolved^  That  the  Committee  of  Publication  be  directed 
not  to  print  any  communication  unless  it  has  been  presented 
in  person  by  the  author  at  the  annual  meeting,  except  it  shall 
have  been  accompanied  by  explanations  of  liis  non-attendance 
which  shall  be  satisfactory  to  the  Society. 

Resolved^  That  the  Secretary  be  directed  to  communicate 
this  vote  to  the  members  of  the  Society  before  January,  1872. 

The  Auditing  Committee  reported  the  Treasurer’s  account 
correct  and  properly  vouched  for. 

The  Secretary  moved  that  the  resolution,  adopted  for  two 
years  past,  relating  to  papers  to  be  sent  to  the  Publishing 
Committee,  be  reenacted,  and  that  the  date  of  reception  of 
papers  be  September  1st.  Adopted. 

The  bulletin  was  next  in  order. 

18.  On  the  tables  given  by  Loring  and  by  Knapp  to  show 
the  amount  of  displacement  of  the  retina  in  ametropia,  by 
Dr.  Wadsworth. 

19.  The  halo  seen  around  the  macula  lutea,  illustrated  by 
an  apparatus,  by  Dr.  Loring. 

20.  A scheme  for  recording  cases  of  asthenopia,  and  a 
disk  to  aid  in  testing  perception  of  color,  by  Dr.  Koyes. 

21.  Cases  of  hemiopia,  by  Dr.  Thomson. 

22.  The  retina  an  asymmetrical  surface,  by  Dr.  Murdoch, 
of  Baltimore  ; the  paper  read  by  Dr.  Agnew.  Dr.  Hay  made 
remarks  in  criticism  of  the  paper,  which  he  was  requested  to 
put  in  writing  for  the  Publishing  Committee,  and  to  send  a 
copy  to  Dr.  Murdoch,  who  was  absent  from  the  meeting. 
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23.  Cases  of  soft  cataract,  treated  bj  discission,  by  Dr. 
Agnew ; read  by  title. 

21.  A peculiar  case  of  sub-retinal  effusion,  by  Dr.  l^oyes. 

The  above  papers  all  referred  to  the  Publishing  Commit- 
tee. 

The  l^ominating  Committee  then  reported  for  reelection 
the  same  officers  as  for  the  last  year,  viz. : 

President,  Dr.  H.  W.  Williams,  of  Boston. 

Vice-President,  Dr.  C.  P.  Agnew,  of  P'ew  York. 

Pecording  Secretary  and  Treasurer,  Dr.  Henry  D.  Poyes, 
of  Pew  York. 

Corresponding  Secretary,  Dr.  II.  Althof,  of  Pew  York. 

Committee  on  Progress  of  Ojihthalmology,  Dr.  B.  J.  Jef- 
fries, of  Boston. 

Publishing  Committee,  Drs.  Boring,  Poosa,  and  Poyes. 

All  of  whom  were  duly  elected. 

The  place  of  meeting  to  be  either  Piagara  or  Pewport, 
the  latter  was  chosen  by  a vote  of  eight  to  three.  The  time 
of  meeting  to  be  the  third  Thursday  in  July. 

It  was  voted  that  the  assessment  for  the  ensuing  year  be 
ten  dollars,  and  that  the  Publishing  Committee  be  author- 
ized to  call  for  an  additional  assessment  if  necessary. 

After  reading  the  minutes,  on  motion,  adjourned. 

Henry  D.  Poyes,  M.  D., 

Recording  Secretary, 


IH  MEMORY  OF 

ALBRECHT  VON  GRAERk, 

Whose  life  and  work  so  greatly  helped  to  turn  a doubtful 
specialty  into  a certain  science. 


EEPOKT  OE"  THE  PEOGKESS  OF  OPHTHALMOL- 
OGY. By  B.  Joy  Jeffries,  M.  D.,  Boston. 

For  tlie  fifth  time  as  your  committee,  I would  make  my 
report  on  the  progress  of  our  specialty.  As  I said  last  year, 
perhaps  a running  sketch,  without  criticism,  of  wdiat  has  been 
published  since  we  last  met,  will  more  readily  inform  those 
of  the  profession  outside  of  our  specialty  what  is  going  on 
among  us,  and  also  save  time  for  some  of  us  who  are  too 
busy  to  keep  as  thoroughly  conversant  with  others’  results  as 
they  could  wish,  and  as  the  ever-advancing  science  of  ophthal- 
mology demands.  I would  again  call  attention  to  the  report 
of  our  Secretary,  Prof.  Hoyes,  published  in  the  Hew  York 
Medical  Journal  early  in  this  year.  The  articles  he  has  there 
sketched  I have,  of  course,  omitted  to  notice  in  detail  here. 
It  has  been  fortunate  that  I could  not  finish  this  report  till 
the  time  it  was  absolutely  called  for  by  the  publishing  com- 
mittee, since  thus  I have  been  enabled  to  notice  all  the  ma- 
terial which  the  war  in  France  and  Germany  had  delayed 
the  printing  of,  and  which,  of  course,  properly  belonged  to 
the  time  when  it  was  ready  for  the  press. 

I therefore  here  give  a brief  sketch  of  what  has  been  pub- 
lished, since  my  last  report,  in  “ Graefe’s  Ajrehiv  fur  Ophthal- 
mologie,”  now  continued  by  Bonders,  Arlt^  and  Leber,  the 
2 
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Klinisclie  Monatsblatter  fur  Augeulieilkunde,”  the  “ An- 
uales  cl’Ociilistiqne,”  the  Koyal  London  Ophthalmic  Hos- 
pital Heports,”  the  Giornale  d’Oftalinologia  Italiano,”  the 
Archives  of  Ophthalmology  and  Otology,”  and  the  new 
Italian  journal,  commenced  this  year,  the ‘^Annali  d’Oftal- 
mologia.”  I have  also  noticed  some  of  the  books  and  mono- 
graphs published,  and  the  scattered  articles  in  various  reviews 
and  society<»i’eports.  Appended  is  a list  of  those  which  time 
and  space  have  failed  me  to  sketch  in  detail ; the  ophthalmic 
journals  where  these  latter  have  been  discussed  will  be  found 
mentioned,  e.  g.,  Zehender’s  Monatsblatter,  or  the  Annales,  etc. 

Again,  we  would  call  the  attention  of  our  brother  ophthal- 
mic surgeons  in  this  country  to  the  fact  that  the  profession 
at  large  have  a. right  to  demand  from  them  a better  account 
of  their  stewardship  at  the  ophthalmic  hospitals  and  infirma- 
ries now  established  in  our  larger  cities.  Also,  we  may  justly 
ask  in  return  for  a more  definite  recognition  of  our  specialty 
on  the  part  of  many  of  the  ]n-ofessional  schools  and  colleges. 

Ophthalmology  has  recently  lost  from  its  ranks  some  de- 
voted workers  and  earnest  thinkers.  The  pens  of  friends  and 
colleagues  have  better  told  than  I can  here,  what  our  specialty 
owes  to  Alexander  Quadri,  of  Naples,  and  Auguste  Serre,  of 
Uzes. 

While  we  were  gathering  last  year  from  the  various  parts 
of  this  country  to  our  annual  meeting  at  Newport,  one  of 
the  confessedly  greatest  clinical  teachers  and  leaders  passed 
away  from  his  life  and  work.  Albrecht  von  Graefe,  I hold, 
was  the  greatest  scientific  practitioner  in  the  medical  profes- 
sion. Higher  praise  I cannot  give.  That  it  is  not  too  great 
has  been  amply  proved  by  what  has  been  written  of  his  life 
and  Avork  by  his  nephew.  Prof.  Alfred  Graefe,  in  his  Ein 
Wort  der  Erinnerung  an  Albrecht  von  Graefe,”  Halle,  18T0  ; 
Hr.  A.  Goschen’s  ‘^Albrecht  von  Graefe,”  Berlin,  1870;  and 
Hr.  Cohn’s  “Was  verdankt  die  Menschheit  Albrecht  von 
Graefe,”  Breslau,  1871.  An  extended  compilation  of  what 
has  been  said  of  Graefe  will  also  be  found  in  the  Ophthalmic 
Hospital  Beports,  London,  which  journal,  as  well  as  all  the 
other  ophthalmic  A’eviews  in  the  ditferent  parts  of  the  world, 
have  spoken  editorially  of  Yon  Graefe  in  such  terms  as  are 
applied  to  but  few,  and  deserved  by  as  few. 
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Let  tlie  commemorative  page  at  tlie  head  of  this  report 
prove  to  the  profession  that  our  Society  recognizes  what 
Albrecht  von  Graefe  has  done  for  us  and  them. 

ArcTiiv  fur  Ophthalmologies  Bd.  16,  1870. 

Corneal  Abscess.  Prof.  Ault. — The  clinical  reputation 
of  our  former  master  induces  us  to  give  in  detail  his  report  of 
treatment.  He  says,  when  we  have  an  abscess,  we  must  treat 
the  patient  as  if  already  suffering  from  iritis^  since  this,  if 
not  already  present,  may  occur  any  minute.  The  eyes  are  to 
he  protected  from  strong  light  and  accommodative  efforts, 
and  the  iris  kept  under  atropine. 

As  with  the  open  corneal  ulcer,  so  also  with  the  closed 
(an  abscess),  we  must  decide  whether  pus-formation  exists 
and  continues  with  symptoms  of  irritation,  as  ciliary  injec- 
tion, tears,  photophobia,  and  pain ; whether,  when  these  cease, 
the  pus-formation  stops  ; or  whether  tlie  eye  is  in,  so  to  speak, 
a torpid  condition,  with  increasing  purulent  formation.  In 
the  first  case  every  thing  irritating  is  to  be  kept  away,  and 
we  must  use  local  bleeding,  narcotic  inunctions  on  brow  and 
temple,  and  morphine  injections,  cooling  cathartics,  etc.,  with- 
out, however,  reducing  the  strength  too  much.  Simple  open 
ins;  of  the  abscess  or  of  the  anterior  chamber  in  addition  will 
be  indicated  or  demanded  on  the  yellow  color  of  pus  showing 
its  collecting  in  the  anterior  chamber,  the  cornea,  or  both. 
He  perfectly  agrees  with  Weber’s  advice,  to  make  the  open- 
ing with  an  iridectomjH^nife  below  the  abscess,  thrusting 
up  and  backward,  making  the  cut  'ly  to  Z'" . He  avoids 
turning  the  knife,  in  coming  out,  to  prevent  too  rapid  evacua- 
tion of  aqueous,  and  uses  a Daviel’s  spoon  to  gradually  open 
the  wound,  and  has  fine  forceps  ready  to  remove  lumps  of 
pus  sticking  in  the  cut.  He  does  not  consider  the  perfect 
evacuation  of  the  abscess  or  chamber  absolutely  necessary, 
since  quite  sizable  remains  of  pus  may  be  absorbed  or  ex- 
truded within  twenty-four  hours.  He  warns  against  injec- 
tions, formerly  advised.  If  merely  the  abscess  is  to  be  opened, 
he  uses  a cataract-knife,  passing  it  through  the  under  part  of 
the  anterior  wall,  making,  not  a cataract  flap-like  cut,  but 
rather  a linear  or  curved  section.  In  regard  to  Samisch’s 
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proposed  plan  of  opening  corneal  ulcers,  Arlt  will  not  at 
present  decide.  When  there  are  only  small  deposits  along 
the  edge  to  he  released,  he  makes  a 1-2'^'  long  opening  on 
either  side.  Sometimes  a radial  cut  into  the  cycle-shaped  de- 
posit allows  the  pus  to  escape,  or  two  or  three  such  cuts  may 
be  made.  He  uses  a compressive  bandage  tighter  at  first, 
covering  also  the  other  eye  from  light,  and  keeping  the  pa- 
tient if  possible  a few  hours  in  bed.  On  reappearance  of  pus 
in  twenty-four  hours,  he  uses  a Daviel’s  spoon  to  open  the 
wound  only  when  the  abscess  progresses  or  severe  pain  re- 
turns. When  a necessity  for  evacuation  of  the  pus  shows 
itself  by  the  third  day,  or  later,  he  again  punctures  in  the 
same  or  a neighboring  place.  Although  the  continued  press- 
ing open  of  the  wmnnd  was  recommended  by  Ilimly  in  1843, 
yet  Arlt  does  not  greatly  favor  it,  since  he  found  no  good 
result  after  doing  it  two  or  three  times. 

lie  has  had  good  results  from  opening  the  abscess,  or  the 
chamber  alone,  althongh,  in  spite  of  this,  a goodly  number  of 
eyes  have  been  lost  after  repeated  puncture,  where  this  result 
was  quite  unexpected.  The  patients  were,  however,  all  in 
poor  condition,  or  affected  with  lachrymal  blennorrhoea.  lie 
always  slits  up  the  lower  canaliculus  and  evacuates  the  pus  in 
these  last-named  cases.  The  excessive  pain  accompanying 
these  abscesses  is  best  relieved  by  opening  the  chamber,  and 
warm  moist  applications.  When  pus  in  the  chamber  reaches 
the  pupil,  puncture  is  indicated  to  prevent  iritic  attachments 
and  pupillary  membranes,  even  when  the  condition  of  the 
cornea  or  pain  does  not  seem  to  require  it. 

Iridectomy  he  does  not  so  much  favor  from  experience, 
perhaps,  as  he  says,  because  he  has  regarded  it  as  the  idti- 
mum  refugium.  It  is  not  so  readily  done,  since  the  iris  may 
be  quite  soft. 

If,  now,  we  have  the  pus  in  the  cornea  quiescent  or  pro- 
gressing peripherically,  while  the  eye  presents  no  conditions 
of  irritation,  then  opening  the  abscess  or  the  chamber,  or 
both,  are  to  be  thought  of ; but,  at  the  same  time,  we  must  de- 
cide whether  this  torpor  is  simply  local  or  connected  with  the 
strength  or  spirits  of  the  patient.  Anxiety,  care,  and  home- 
sickness, act  very  depressingly,  as  if  the  vascular  and  nervous 


activity  were  paralyzed  thereby,  and  hence  digestion  and  nu- 
trition interfered  with.  Ont-door  exercise,  stimulants,  iron, 
quinine,  and  mineral  acids,  are  then  in  place.  Warm  cata- 
plasms are  to  be  used  only  under  the  physician’s  eye.  Small 
deposits  may  be  touched,  even  where  there  is  some  irritation, 
with  a sharp  pencil  of  nitrate  of  silver,  to  expose  the  pus 
there  collected. 

Above  all  these  absolutely  necessary  means,  Arlt  holds  a 
compressive  bandage,  by  which  he  means  such  as  shall  pre- 
vent motion  of  the  lids  quite  distinct  from  the  usual  compres- 
sive bandage  of  Graefe.  He  uses  also  the  collodion  bandage, 
which  he  spoke  of  in  vol.  ix.,  p.  1,  when  the  patient  strongly 
objects  to  operative  interference.  In  regard  to  Samisch’s 
operation  so  successfully  used  by  himself,  Arlt  speaks  with 
some  degree  of  reserve.  He  says  it,  as  all  other  operations, 
is  to  be  postponed  so  long  as  there  is  fair  hope  of  succeeding 
with  the  lint-bandage.  His  whole  treatment  is  well  worth 
carefully  reading  by  any  one  having  under  his  care  these  ugly 
forms  of  corneal  abscesses. 

Hrs.  Hippel  and  Gruenhager  continue  and  finish  their 
article  “ On  the  Effect  of  the  Nerves  on  Intraocular  Press- 
urel 

Dr.  Monnik  describes  “ A Neio  Tonometer  and  its  Use! 
From  a series  of  experiments  he  finds  that  the  tension  of  a 
normal  eye  may  vary  considerably,  rendering  it  difficult  to  de- 
cide sometimes  whether  an  eye  is  to  be  considered  hard  or  soft. 
Age  has  an  influence  on  the  ocular  tension,  increasing  with  it. 
Tension  in  myopes  was  found  within  the  normal  range,  in 
hypermetropes  as  in  normal.  Tension  varies  in  diseased  eyes 
as  in  normal  ones.  With  strong  convergence,  notwithstand- 
ing the  subjective  feeling  of  tension,  there  is,  in  reality,  no 
alteration,  contrary  to  what  might  have  been  expected  from 
Dr.  Schurman’s  results  in  his  dissertation  on  the  action  of  the 
antagonistic  muscles.  In  reference  to  the  pressure  of  vitreous 
and  aqueous,  experiment  shows  that  the  iris,  at  least  after 
death,  offers  very  little  resistance. 

Prof.  Alfred  Graefe  reports  an  interesting  case  of  Blejpha- 
rosjpasmus  • also  one  of  “A  Seeming  Perversion  of  the  Law 
of  Concomitant  Squint  in  Certain  Forms  of  Anisometroffal 


18 


The  result  of  examination  educed  that,  1.  One  eye  is  hyper- 
metropic, while  the  other  may  be  myopic  or  emmetropic ; 
2.  There  is  insufficiency  of  the  K.  interni ; 3.  Each  eye  has 
sufficiently  good  vision. 

ISTow,  as  was  proved,  the  covered  myopic  eye  converged^ 
the  covered  hyperopic  eye  diverged.  hTeglecting  to  notice 
this  might,  in  certain  cases,  lead  to  practical  mistakes. 

Dr.  Haase  reports  on  the  pathological  anatomy  of  a case 
of  Coloboma  of  the  iris  and  choroid P It  seems  the  retina 
may  remain  intact  over  a coloboma  of  the  choroid  ; and,  if 
further  examinations  should  substantiate  this,  then  it  must  be 
that  the  primitive  ophthalmic  groove  closed  at  the  right  time, 
and  some  days  later  an  interference  occurred  in  the  growth 
and  development  of  the  retina. 

Dr.  Claassen,  on  ddesistance  to  Single  Vision  after  0 itera- 
tion for  Internal Sguint^  in  reference ,to  the  Theory  of  lietinal 
CongruenceP  lYe  give  only  his  closing  paragraph:  “May 
not  some  psychological  data  underlie  tlie  meaning  of  this  case, 
wdiich  may  be  peculiar  to  every  individual,  but  not  subject  to 
such  strict  analysis  as  by  the  mathematical  method;  if  so, 
then  the  principles  elucidated  are  of  still  greater  importance. 
Comj^aring  the  cases  similar  to  this,  published  by  Yon 
Graefe  and  Alfred  Graefe,  and  we  shall  find  them  explain- 
able by  the  same  fundamental  laws.  Hence  the  importance 
of  separating  the  two  elements  of  the  visual  act  as  distinct 
from  each  other — seeing  with  subjective  visual  field,  only 
possible  from  a iriori  given  extended  retinal  impression,  and 
the  projection  of  the  visual  field  for  the  purjDose  of  objective 
vision.  The  relations  of  congruence  are  the  immediate  result 
of  seeing  (Orientirung)  in  subjective  visual  field,  and  the  com- 
bined use  of  the  two  eyes.” 

Accommodation  in  Presbyopia. — Drs.  Adamiik  and  Woi- 
now  report,  as  the  result  of  absolute  measurement,  that  the 
posterior  surface  of  the  lens  becomes  more  curved  in  old  people 
in  accommodation  than  has  been  thought,  even  as  much  as 
the  interior  surface,  but  the  two  curves  together  are  not  as 
much  as  in  young  people.  They  say  that,  from  their  present 
data,  they  are  quite  unable  to  deduce  the  cause  of  this ; their 
measurements,  careful  as  they  were,  answered  nothing  in 
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reference  to  the  question  of  accommodation.  In  the  eyes 
examined  they  ascertained  that  the  posterior  surface  of  the 
lens  changed,  in  relation  to  the  anterior  surface,  more  where 
the  pupils  were  small. 

The  Movements  of  the  Globe  exhibited  by  the  Phmiojphthal- 
motrojoe. — Prof.  Ponders  shows,  hy  a plate,  the  instrument 
thus  called,  which  is  contrived  to  exhibit  the  ocular  move- 
ments correctly,  a very  desirable  necessity  for  teacher  as  well 
as  pupil.  lYe  must  refer  to  the  plate  and  article  for  his  ex- 
planation, as  without  the  former  the  latter  would  be  unintel- 
ligible if  here  introduced. 

Accommodation  and  Refraction.  Dr.  Sohxellee. — From 
a series  of  experiments  we  cannot  here  introduce,  it  is  ren- 
dered probable  that  accommodation  may  take  place  ditferently 
in  the  two  eyes,  and  that  this  variation,  at  least  in  myopia, 
may  affect  the  refraction.  This,  once  granted,  gives  us  a fur- 
ther insight  into  the  causal  relations  of  many  diseased  con- 
ditions. May  there  not  be  a connection  between  this  differ- 
ence of  accommodation  and  the  fact  that,  in  myopia,  the  right 
eye  generally  turns  outward  (in  more  than  three  to  one  of  the 
cases),  because  there  is  here  an  anomaly  of  the  accommodative 
position  % It  may  be  found  in  practice  that  more  severe  cho- 
roidal changes  and  deleterious  affections  of  the  eye  are  in  my- 
opia more  frequent  in  the  right  than  left.  This  would  point 
toward  taking  care,  in  the  selection  of  glasses  for  myopes,  to 
consider  this  disposition  of  the  right  eye  to  injure  itself  by 
excessive  accommodation. 

The  Contest  of  the  Ncdivisten  ” and  “ Emjyiristenf  al- 
though a philosopliical  one,  may  be  thus  of  eminent  practical 
importance,  and  induce  ophthalmic  surgeons  to  test  experi- 
mentally this  question,  and  see  whether  Dr.  Schneller’s  results 
are  individual  or  general. 

Contention  of  the  Visual  Field.  M.  Womow. — This  is  a 

condition  caused  by  exhibiting  to  each  eye  different  pictures 
or  visual  fields.  In  some  cases  the  dominant  contour  or  color 
alternates ; in  others,  the  color  of  the  whole  field  is  more 
steady  ; and  again,  in  others,  we  have  the  so-called  glance  or 
shimmer.  Woinow  found  that  the  difference  of  the  pictures 
to  be  combined  may  depend  on  variation  in  form ; or,  if  the 
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form  is  the  same,  it  may  be  due  to  difference  in  color  or 
brightness ; or,  thirdly,  it  may  depend  on  the  clearness  of  the 
groundwork  of  the  picture.  In  general,  our  degree  of  atten- 
tion governs  tlic  perception  of  form.  If  we  pay  special  atten- 
tion to  the  bodily  form  of  the  picture,  then  the  differently- 
colored  outlines  of  the  tw^o  stereoscopic  pictures  are  seen  side 
by  side  ; if,  on  the  other  hand,  we  carefully  examine  the 
special  details  of  the  picture,  then  the  “ contention  ” takes 
place,  and  our  will  completely  controls  tlie  appearing  of  one 
or  the  other  picture.  A general  law  held  good  that  the  con- 
tention w^as  greater  wlien  tlie  individual  points  of  the  picture 
were  fixed,  or  wlien  the  color  alone  of  the  combined  field 
was  tested,  especially  if  one  of  the  combined  surfaces  was  un- 
even. On  the  other  hand,  the  contention  was  least  wdien  our 
attention  was  simply  directed  to  the  bodily  form.  As  to  the 
color  of  the  common  field,  this  is  more  quiet  the  less  there  is 
of  contrast  in  the  two  fields  (red  and  orange,  orange  and  yel- 
low', blue  and  violet,  etc.).  If  there  is  considerable  difference 
in  the  lightness  of  the  two  fields,  then  the  common  field  shim- 
mers. 

As  to  this  glance  or  shimmer,  it  is  stronger  the  greater 
the  contrast  of  the  two  fields  in  color  ahd  brightness  ; the  lat- 
ter, however,  affects  it  most.  The  brighter  the  one  and  darker 
the  other  field,  the  stronger  the  shimmer ; for  instance,  a 
black  and  a white  surface.  AVhen  we  close  one  eye,  and  again 
presently  open  it,  the  common  field  appears  more  of  the  color 
which  is  now  presented  to  the  reopened  eye.  Occasionally, 
during  certain  moments,  the  alternating  colored  spots  in  the 
common  field  began  to  appear  close  to  the  object  delineated, 
and  at  first  took  the  form  or  figure  which  they  would  assume 
as  after  i3ictures. 

On  Color-gyercegytion.  Same  author. — By  a series  of  care- 
ful experiments  with  colored  papers,  etc.,  Woinow  has  found 
that  red  appears  yellow  as  soon  as  it  is  removed  from  the  op- 
tic axis,  and  gradually  shades  into  yellowish  brown,  becoming 
darker  the  farther  removed  it  is,  till  finally  it  seems  black. 
This  last,  however,  greatly  depends  on  the  ground  on  which 
the  color  lies.  If  the  ground  is  brighter  than  the  color  exam- 
ined, then  the  peripheric  perception  of  the  color  will  be  black ; 


21 


gray,  on  the  other  hand,  if  the  ground  is  much  darker  than 
the  color.  Orange  thus  becomes  yellowish  and  gradually 
dirtier,  to  a peripheric  gray  of  varying  brightness,  in  accord- 
ance with  the  ground  it  is  on.  Yellow  appears  gradually  less 
deep,  more  whitish,  and  on  the  periphery  seems  almost  a clear 
white.  Green  exhibits  in* this  method  of  examination  very 
peculiar  appearances.  It  becomes  laterally  yellowish.  Some 
greens  give  at  certain  spots  a good  clear  yellow.  Toward  the 
periphery  of  the  visual  field  it  becomes  dirtier,  and  finally 
ends  in  gray,  of  varying  hriglitness,  in  accordance  with  the 
ground  it  is  seen  on.  Like  yellow,  it  never  appears  black 
on  the  periphery,  as  the  other  colors.  A peculiar  phenom- 
enon is  noticeable,  when  we  view  the  spectrum  with  one  eye 
directed  to  the  red  end.  We  then  see  first  red,  then  a broad 
streak  of  yellow,  and  finally  blue.  Green  will  not  be  seen  as 
such,  but  as  yellow.  Yiolet  is  also  not  visible. 

Blue  becomes  less  intense — a grayish  blue.  On  the  pe- 
riphery it  appears  black.  If  the  ground  is  too  dark,  it  gives 
the  impression  of  gray.  Yiolet  passes  into  blue,  quite  a strong 
blue  at  some  portions  of  the  visual  field.  On  tlie  periphery  it 
acts  as  blue.  Purple  red  passes  into  a dark  violet,  then  into 
deep  blue,  and  finally,  on  the  periphery,  acts  as  blue  and 
violet.  The  changes  depend  principally  on  the  degree  of  satu- 
ration, that  is,  whether  it  is  a pure  purple  red  or  a more  rosy 
red.  On  the  periphery  of  the  visual  field,  where  w^e  have  no 
definite  differences  of  color-perception,  and  only  can  distin- 
guish between  light  and  dark,  all  colors  give,  according  to 
their  ground,  varying  shades  of  brightness.  The  borders, 
where  differences  of  color  stop,  are  very  definite,  and  are  not 
dependent  on  the  ground  of  the  color.  The  border-lines  of 
the  visual  field  for  differences  of  brightness  vary,  and  are 
greater  the  greater  the  relative  difference  between  the  bright- 
ness of  the  pigmented  surface  and  its  ground. 

On  Binocular  Vision.  Same  author. — He  proposed  three 
experimental  questions,  namely : 1.  The  examinatioiT  of  the 
contraction  of  the  visual  field  in  accommodation  for  the 
near;  2.  The  condition  of  the  eyes  in  observing  objects  at 
different  distances  from  them;  3.  The  accommodation  in- 
dividual to  each  eye  during  binocular  vision  of  laterally  dis- 
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posed  objects.  Contrary  to  Ilering’s  results,  lie  finds  under 
the  first  head  that  the  excursive  power  of  the  eyes  is  not 
limited  in  accommodation.  The  visual  field  alone,  not  the 
Bliclvfeld,”  is  contracted.  From  his  experiments  lie  also 
deduces  that,  in  monocular  vision,  wlien  the  eye  alternately 
focuses  for  objects  at  difierent  distances,  it  does  not  necessarily 
undergo  any  convulsive  action,  but  simply  changes  its  accom- 
modation ; this,  of  course,  only  when  all  the  objects  fixed  are 
in  one  and  the  same  line  coincident  with  the  visual  axis. 

In  careful  binocular  fixation  of  lateral  objects,  the  accom- 
modation of  the  two  eyes  varies,  the  eye  nearest  the  object 
accommodating  more  strongly  than  the  other. 

Hence,  from  all  Woinow’s  experiments,  he  deduces  that 
there  is  not  exactly  the  same  innervation  in  reference  to  ac- 
commodation and  movements  of  the  two  eyes  in  binocular 
vision,  and  that  it  is  therefore  impossible  to  reduce  the  action 
of  the  two  eyes  to  that  of  one  double  (Cyclops)  eye,  as  Her- 
ring has  proposed. 

Ill  reference  to  the  Angle  Alpha.  Same  author. — An  ad- 
ditional article  to  his  previous  ones.  In  this  he  concludes : 
1.  That  the  angle  a and  y not  only  vary  in  size,  but  have  a 
different  meaning ; 2.  That  the  angle  a is  of  great  impor- 
tance as  respects  the  elliptic  and  dioptric  condition  of  the  e^’e, 
and  chano-es  in  accommodation,  but  has  nothin^:  to  do  with 
the  refraction  and  position  of  the  eyes  ; 3.  That  the  angle  y, 
which  is  quite  independent  of  the  accommodation,  has  a cer- 
tain connection  with  the  refraction  and  positions  (movements) 
of  the  eyes ; 4.  That  the  angle  a can  only  be  measured  ac- 
cording to  the  principle  of  Helmholz’s  method,  and  the  angle 
y only  according  to  Bonders. 

Icotation-point  of  the  Eye.  Same  author. — Woinow,  from 
experiment  here  declares  that  there  is  but  one  point  of  rotation 
in  the  eye.  He  holds  that  the  eye  not  only  turns  round  a fixed 
point,  the  rotation -point,  when  it  passes  from  a primary  to  a 
secondary  position,  but  also  when  it  passes  from  a secondary 
into  any  other,  and  the  changes  of  accommodation,  as  he  has 
convinced  himself,  do  not  affect  the  rotation-point,  as  this 
remains  unchanged. 

The  Intensity  of  Color-perception.  Same  author. — From  a 
series  of  extremely  interesting  experiments,  Woinow  concludes 
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that  the  strength  or  intensity  of  color-perception  is  less  than 
that  of  light-perception  (shades).  It  is  also  different  for  dif- 
ferent colors,  independent  of  the  brilliancy  of  the  color  or  of 
the  ground  on  which  this  is  seen. 

Experimental  Eesearchinto  the  Diseases  of  the  Optic  Eerve 
consequent  on  Intracranial  Troubles.  Prof.  Manz. — He  found 
that,  as  soon  as  even  a little  fluid  was  thrown  beneath  the  cra- 
nial wall,  there  was  seen  a filling  of  the  retinal  veins,  most 
visible  on  their  first  subdivisions ; the  arteries  and  capillaries 
showing  varying  conditions.  Thus,  increase  of  the  venous 
calibre,  and  their  tortuosity  up  to  pulsatory  movements,  are 
of  course  the  consequence  and  expression  of  a stasis  which  the 
venous  blood  has  met  with  somewhere  between  the  optic- 
nerve  entrance  and  the  vein  into  which  the  vena  centralis 
retinae  empties. 

Woinow  noticed  also  constantly  a contraction  of  the  pupil, 
certain  rotations  of  the  globe,  and  closure  of  the  lids.  As  soon 
as  a certain  amount  of  fluid  of  any  character  entered  the  cra- 
nium, a contraction  of  the  pupil  quickly  followed,  generally 
quite  considerable ; it  was  a sign  that,  if  the  animal’s  life  was  to 
be  saved,  the  injection  must  cease,  or  else  the  experiment  was 
rapidly  fatal.  This  is  of  course  at  variance  with  the  assumed 
position  that  cerebral  pressure  causes  dilatation  of  the  pupil. 
With  this  contraction  of  the  iris  there  was  always,  as  said,  ro- 
tation of  the  globe  and  closure  of  the  pupil;  the  rotation  was 
upward,  often  accompanied  also  with  a strong  rotation  on  the 
visual  axis. 

' Some  Dare  Ocular  Tumors.  Hrs.  IIiesciibeeg  and  ITappe. 
— 1.  Glioma  retime  endophytum.  In  a young  infant,  Ho 
neoplastic  growth  in  the  uveal  tract ; it  evidently  started  from 
the q?ars  ciliaris  and  the  neighborhood  of  the  retina,  and  was 
microscopically  undoubted  glioma. 

2.  Sarcoma  of  the  choroid  and  secondary  tubercles  in  the 
retina  and  sclero-corneal  region.  Choroidal  sarcoma  occurred 
in  a child  twelvm  years  old.  The  growth  was  free  of  pigment. 
The  secondary  tubercles  in  the  retina  came  with  primary 
choroidal  tumor.  Three  interesting  points. 

Motions  of  the  Hypermetropic  Eye.  Dr.  Kugel. — The 
result  of  testing  his  own  hypermetropic  and  astigmatic  eye 


24 


was  to  formulate  tliis,  namely,  that  it  differed  the  least  from 
the  normal  eye  in  tliose  positions  which  are  mostly  used  in 
looking  at  distance  or  near ; and  the  abnormal  turning  and 
variations  in  elevation  were  more  prominent  the  farther  the 
eye  moved  from  these  positions.  Thus  it  would  seem  that 
these  accustomed  positions  were,  so  to  speak,  cultivated  at  the 
cost  of  the  other  less  frequently  used  ones,  since  the  ocular 
muscles  in  tlieir  development  are  accommodated  to  the  special 
needs  of  accurate  vision  in  the  most  usual  position  of  the 
globes. 

Development  of  Acute  Myopia.  Same  author. — From 
two  cases  reported.  Dr.  Kugel  believes  himself  justified  in 
assuming  that  lengthening  of  the  bulb  may  take  place  in  ex- 
ceptional cases  wliere  there  is  no  predisposition ; this  change 
is  due  to  alteration  of  tlie  tissue  of  the  sclera,  this  coat  not 
preserving  resistance  sufficient  to  withstand  the  normal  press- 
ure within  the  globe,  a condition  dependent  on  concomitant 
intracranial,  retrobulbar,  or  subconjunctival  processes,  or  from 
inflammations  within  tlie  globe  in  which  the  sclerotic  has 
participated. 

Effect  of  the  Crystalline  on  Tension  of  the  Iris.  Same  au- 
thor.— Ilis  arguments  show  that  the  lens  does  cause  a certain 
tension  of  the  iris.  lie  also  shows  that  increase  of  vitreous 
does  not  press  the  lens  forward. 

Trichiasis  Operation.  Same  author. — Dr.  Kugel  has 
oj^erated  on  five  hundred  the  last  two  years,  and  devotes  a few 
pages  to  speaking  of  his  results,  and  the  various  well-known 
operations  as  compared  with  each  other. 

A Ready  Method  of  detecting  Monocular  Simulated  Am- 
aurosis or  Amblyopia.  Same  author. — This  depends  on  the 
fact  that,  if  we  hold  a colored  glass  before  the  eyes,  and  at 
one  side  it  is  not  transparent,  we  shall  not  be  able  to  say,  off- 
hand, with  which  eye  we  are  seeing,  especially  when  the  eyes 
have  nearly  equal  power  of  vision.  Monocular  defects  may 
also  thus  be  demonstrated. 

A Case  of  Acute  Atropine-poisoning.  Same  author. — 
There  was  coma  for  sixty-two  hours  (the  patient  being  fed  by 
enema),  before  any  reflex  action  was  noticed,  this  latter  con- 
sisting of  a slight  contraction  of  the  lid  to  bright  light.  The 
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case  was  treated  by  repeated  subcutaneous  injections  of  mor- 
phine. 

Inflammation  of  the  Ciliary  Region  as  Seguela  of  Fehris 
Recurrens.  Dr.  Logetschnikow. — An  epidemic  oi  febris  re- 
Gurrens  in  Petersburg  and  Moscow  gave  the  doctor  oppor- 
tunity to  observe  this  peculiar  affection,  already  spoken  of  by 
others,  as  Middlemore  and  Himly.  He  saw  over  seven  hun- 
dred cases,  and  holds  to  his  previously-expressed  views  that  it  is 
an  inflammation  of  the  ciliary  body  tending,  but  not  always, 
to  run  over  to  the  iris.  It  occurs  in  from  a few  days  to  sev- 
eral months  after  the  fever.  Cases  occurred  when  it  came  on 
during  convalescence,  but  the  eyes  were  never  affected  between 
the  attacks.  A more  complete  article  in  reference  to  the  no- 
menclature and  true  position  of  this  disease  will  appear  as  a 
separate  publication. 

Archiv  far  OphtTialmologie.  Albeecut  von  Geaefe.  Vol.  xvii.,  part  1, 
continued  under  Aelt,  Dondees,  and  Lebee. 

The  Development  of  Myopia.,  based  on  the  Examination 
of  the  Eyes  of  4,358  Scholars^  Girls  and  Boys.  Dr.  Eeis- 
MANN,  St.  Petersburg. — We  can  here  only  give  a glance  at 
these  extremely  interesting  series  of  observations  made  at  St. 
Petersburg  in  seven  gymnasia  with  scholars  from  10  to  21 
years  of  age ; one  progymnasium,  four  German  schools 
(boys  and  girls),  8 to  20  years  of  age,  and  a female  gymnasium 
for  the  education  of  teachers,  of  ages  from  17  to  24.  Whole 
number  examined  4,358. 


Myopes 1,317  = 30.2  per  cent. 

Emraetropes 1,132  = 26.  “ 

Ilypermetropes 1,889  = 43.3  “ 

Amblyopes 20  = 0.5  “ 

Total 4,358  100  per  cent. 

Among  3,266  boys,  there  were 

Myopes 1,017  = 31.1  per  cent. 

Emmetropes 867  = 26.5  “ 

Ilypermetropes 1,369  = 42.  “ 

Amblyopes 13  = 0.4  “ 


Total 


3,266 


100  per  cent.  . 
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Among  1,092  girls,  tliere  were 


Myopes 300  = 27’.5  per  cent. 

Emmetropes 265  = 24.2  “ 

llypermetropes 520  = 47.7  “ 

Amblyopes 7 = 0.6  “ 

Total 1,092  100  per  cent. 


Among  2,531  pupils  of  the  Kussian  Gymnasia  tliere  were 


Myopes 

Emmetropes . . . 
llypermetropes 
Amblyopes. . . . 


866  = 34.2  per  cent. 
654  = 25.8  “ 

1003  = 39.5  “ 

11  = 0.5  “ 


Total 2,534  100  per  cent. 

And  among  1,821  pupils  of  the  German  schools,  there  were 


Myopes 

Emmetropes. . . 
llypermetropes 
Amblyopes . . . . 


451  = 24.7  per  cent. 
478  = 26.2  “ 

886  = 48.6  “ 

9 = 0.5  “ 


Total 1,824  100  per  cent. 

The  author  concludes  that  between  six  and  seven  years 
of  age  still  more  llypermetropes  will  be  found.  He  found  in 
the  lower  classes  two-tliirds  of  the  children  thus,  and  even 
one-third  in  the  upper  classes.  Remembering  that,  without 
atropine,  hypermetropia  cannot  always  be  determined,  it  would 
seem  that  it  is  the  normal,  the  common,  condition  of  refraction 
of  the  young  uninjured  eye ; and  what  we  call  emmetropia,  or 
still  inore,  myopia,  is  an  exceptional  condition  for  this  age. 
A small  part  of  these  large  number  of  llypermetropes  re- 
main so  ; the  majority  become  myopic  after  passing  through  a 
condition  of  emmetropia. 

Cohn  says  it  seemed  as  if  myopia  was  transmitted  from 
mother  to  daughter,  or  from  father  to  son.  Erismann  says  he 
cannot  coiihrm  this,  only  that  with  myopic  girls  the  number 
of  myopic  mothers  is  greater  than  with  myopic  boys.  The 
number  of  myopic  fathers  of  both  boys  and  girls  was  de- 
cidedly greater,  being  57.6  per  cent. 

He  deduces  that  the  use  of  concave  glasses  in  itself  has  a 
bad  effect  on  the  eye  while  its  condition  of  refraction  is  in  a 
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process  of  change,  and  it  is  a misfortune  to  he  obliged  to  or- 
der glasses  for  a young  myope.  Their  use  should  be  limited 
as  much  as  possible ; music,  drawing,  etc.,  should  be  forbidden 
when  the  object  must  be  brought  very  near,  or  glasses  be 
worn.  This,  of  course,  refers  to  progressive  myopia  of  youth, 
but  is  of  the  greatest  importance  here.  The  wish  to  see  in  the 
distance  does  not  countenance  glasses ; it  is  time  enough  when 
these  myopes  wear  a glass  after  tlie  tissue  of  the  bulb  has  be- 
come firm.  When  absolutely  necessary  at  school,  a lorgnette 
can  be  used. 

The  increase  of  myopes  among  the  older  school  classes  of 
more  years’  study  show^s  that  it  is  the  occupation,  with  all  its 
concomitant  circumstances,  which  produces  this  condition. 

The  becoming  myopic  of  a hypermetropic  or  emmetropic 
bulb  depends  on  the  lengthening  of  its  axis.  Erismann  says 
he  is  perfectly  convinced  and  sure  that  by  far  the  principal 
cause  of  this  myopic  globe  is  the  working  at  badly-constructed 
school-desks,  and  inadequate  and  bad  light. 

We  have  but  sketched  a few  sentences,  to  lead  our  read- 
ers to  carefully  study  through  Dr.  Erismann’s  article,  which 
should  be  seen  and  understood  by  all  teachers  and  school-com- 
mittees. 

SuiJ^ort  of  the  Eye  during  the  Exjnratory  Pressure  of 
Blood.  Prof.  Bonders. — He  concludes  that  the  external  ves- 
sels of  the  eye,  as  well  as  the  intra-  and  retro-ocidar  are  dis- 
tended during  expirations.  The  closure  of  the  eyelids  either 
limits  or  entirely  prevents  this,  partly  from  ^^ressure,  partly, 
perhaps,  from  certain  associated  action.  It  was  noticed  that 
during  every  increased  expiratory  pressure  the  lids  were  closed 
or  tended  to  close.  Hence,  closing  the  lids,  combined  with 
the  action  of  the  ocular  muscles,  prevents  injury  from  blood 
overfilling. 

Movements  of  Eyes.  Dr.  Skrebitzky. — His  experiments 
show  : 

1.  That  bending  the  head  toward  the  shoulder  while  keep- 
ing the  eye  fixed  on  a point  at  the  height  of  the  eye,  and 
firmly  attached  to  the  head,  caused  for  short  distances  a real 
movement  of  the  eye  around  its  visual  axis  in  a direction  con- 
trary to  the  movement  of  the  head,  but  not  to  the  degree  as- 
sumed by  Hueck. 
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2.  That  there  is  an  undoubted  proportion  between  the 
lateral  turning  of  the  head  and  the  movement  of  the  eye. 
For  himself,  he  found  this  to  be  for  ten  degrees  of  lateral  mo- 
tion of  the  head  about  one  degree  of  movement  of  the  eye 
around  its  visual  axis. 

Cerebral  Atro])liy  of  Optic  JVerve,  with  Pressure  Excava- 
tion of  the  Optic  Papilla.  Dr.  Schmidt. — lie  thinks  his  case 
may  have  some  meaning  in  reference  to  others  diagnosticated 
as  glaucoma  simplex.^  simply  from  tlie  pressure  excavation, 
and  in  whicli  iridectoiny  was  of  no  possible  avail. 

Sensitiveness  of  the  Eye  for  Spectral  Colors.  Dr.  Laman- 
SKY. — A series  of  experiments  has  shown  that  our  eyes  are 
more  sensitive  to  green,  yellow,  and  blue,  and  less  sensitive 
to  violet,  orange,  and  red,  than  to  white  light,  so  that,  by  ex- 
periments with  color-sensation,  the  brightness  of  white  is  not 
exactly  unity  for  the  other  colors  to  be  compared  with,  as 
Aubert  held  in  his  experiments. 

Negative  After-Pictures.  Drs.  Adamuk  and  Womow. — 
Their  experiments  gave  the  following  results: 

1.  Peripheric  after-images,  produced  in  broad  daylight,  ap- 
pear in  different  colors  than  central  ones. 

2.  The  duration  of  the  impression  of  the  primary  light  has 
no  effect  on  the  color-tone  of  the  after-image. 

3.  The  difference  of  color-tone  of  the  peripheric  after-im- 
ages takes  place  in  all  meridians  from  the  centre. 

4.  In  reference  to  the  difference  of  the  colored  after-images, 
the  whole  retina  may  be  divided  into  zones,  which  perfectly 
agree  with  those  of  color-impression  in  general. 

The  experiments  showed  also  : 1.  The  duration  of  the  after- 
image is  in  general  not  only  subject  to  individual  variations, 
but  varies  also  in  the  same  person.  When  several  experiments 
are  made  in  succession,  the  second  in  the  same  way  and  inten- 
sity as  the  first,  then  the  variations  amount  to  only  one  to  two 
seconds. 

2.  The  central  after-images  last  longest,  especially  those 
with  binocular  fixation.  This  is  explainable  by  the  fact  that 
there  is  less  effort  in  binocular  than  in  monocular  fixation. 
Tlie  after-pictures  from  double  images  last  a shorter  time,  as 
both  experimenters  found,  and  shorter  with  convergent  than 
with  parallel  visual  axes. 
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Tlie  duration  of  the  after-image  from  different  pigments 
(seen  on  variously-colored  grounds)  is  about  the  same ; the 
difference  of  duration  is  so  slight  as  to  prevent  our  deducing 
any  special  effect  of  the  ground  color  on  the  retina. 

Changes  of  the  Pujjil  during  Accommodation.  Drs. 
Ada]siuk  and  Womow. — From  experimental  observation  they 
conclude  that  in  general,  during  accommodation,  the  centre 
of  the  pupil  tends  inward  from  the  optic  axis ; this  tendency, 
however,  is  not  in  proportion  to  the  accommodation.  More- 
over, this  tendency  only  shows  itself  when  the  fixation  changes 
from  the  far  to  the  near  point  of  the  eye  ; that  is,  when  the 
whole  range  of  accommodation  is  called  into  play.  When  the 
whole  range  is  not  called  for,  as  in  changing  from  one  to  a 
neighboring  point,  then  there  are  variations  from  the  law  above 
given  ; the  pupil’s  centre  tends  outward  from  its  former  posi- 
tion, in  which  a more  distant  object  was  being  gazed  at. 

Contributions  to  the  Pathological  Anatomy  of  the  Eye. 
Dr.  Bertiiold. — 1.  Total  sclero-choroideal  staphyloma,  vascu- 
lar formation  in  the  cornea  and  vitreous,  atrophy  of  the  uveal 
tract,  congenital  posterior  capsular  cataract. 

2.  The  alterations  of  the  eyeball  occurring  in  meningitis. 
These  he  found  to  be:  1.  Due  to  a spreading  of  the  inflamma- 
tion of  the  meninges  to  the  globe  ; 2.  This  takes  place  through 
the  lymphatics  by  the  optic  canal ; 3.  According  to  the  inten- 
sity of  the  extended  inflammation  and  the  exudation  thereby 
existing  in  the  lymphatics  of  the  eye,  we  have  either  a filling 
of  Tenon’s  space  with  chemosis  conjunctivac,  or  a filling  of 
the  subvaginal  room  with  stagnant  papilla  and  neuritis  optica, 
or,  in  the  worst  cases,  to  purulent  retinal  and  vitreous  inflam- 
mation ; 4.  Iritis  and  irido-choriditis  in  meningitis  are  con- 
secutive. 

Three  Cases  of  Phthisis  Pidbi^  Sequeloe  of  Melanotic  Cho- 
roidal Sarcoma. 

A Case  of  Granuloma  Iridis. 

Bony  Formation  in  Choroid New  Growths  in  Vitreous^ 
Peculiar  Condition  of  Ojytic  Nerve. 

Historical  Notice  of  Morbus  Basedowi^  with  reference  to 
twenty  Cases  of  the  Disease  seen  by  Dr.  Emmet,  who  says  it 
should  not  be  called  Morbus  Basedowi,  or  Graved s Disease., 
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blit  properly  Disease;  why,  we  must  refer  our  readers 

to  the  article. 

Abuse  of  Sj)irits  and  Tobacco  as  Causes  of  Aonblyopia. 
Dr.  Hikschlee. — He  thinhs  the  abuse  of  botli  together  the 
special  cause  of  the  disease ; but,  besides,  must  be  reckoned  all 
the  additional  conditions,  hypercemia  of  the  brain,  overwork 
of  the  eyes,  producing  troubles  of  the  circulation  within  the 
globe,  and  individual  peculiarities  and  dispositions.  Prognosis 
is  good  if  alcoholism  has  not  proceeded  too  far ; alcoholic  am- 
blyopia does  not  necessarily  lead  to  optic  atrophy ; liere  ces- 
sante  causa,  cessat  effectus,”  leading  in  the  first  stages  to  com- 
plete recovery.  AVhen  changes  appear  in  the  papilla  the  7'‘esti- 
tutio  in  integrum  is  no  longer  to  be  hoped  for,  yet  a cessation 
of  the  process  may  occur  and  the  visual  power  present  be  re- 
tained. Tlie  first  indication  for  treatment  is  the  removal  of 
the  cause  ; treatment  of  “ magenkatarrh,”  strict  diet,  and  open- 
air  exercise.  The  author  does  not  think  much  of  antiphlo- 
gistic treatment  often  recommended,  and  only  in  place  where 
there  are  internal  hypera^mia  of  the  globe  and  textural  changes. 
Goudret’s  salve  he  has  used  very  frequently. 

Time  Dolling  of  the  Ege  around  its  Visual  Axis.  Dr. 
Hagel. — This  is  a second  article,  which  goes  with  one  by  Ha- 
gel,  in  the  fourteenth  volume  of  Graefe’s  Arcliiv.”  lie  here 
says  that  it  is  a rule,  when  the  head  is  bent  toward  the  shoulder, 
the  eyes  turn  in  the  opposite  direction,  around  their  visual  axis, 
about  the  sixth  part  (measured  by  degrees)  of  the  movement 
of  the  head.  The  object  of  this  seems  to  be  to  assist  the  sensa- 
tion of  poise  (Gleichgewichtsgefiihl).  The  degree  and  direc- 
tion of  this  rolling  of  the  eyes  depend  on  the  lateral  movement 
of  the  head  from  the  upright  normal  position,  no  matter  how 
this  latter  is  accomplished. 

Thirty-eight  Cases  of  Accommodative  Paralysis.  Dr. 
Scheby-Buck. — In  nearly  all  these  cases,  dependent  on  difier- 
ent  causes,  a tonic  treatment  was  pursued,  combined  with 
Calabar  bean,  which  proved  of  great  therapeutic  value.  He 
found:  1.  Mydriasis  in  only  one  case  of  diphtheritic  jDaralysis. 
In  the  other  cases  it  occurred  in  only  a small  proportion.  My- 
driasis, when  present,  does  not  exactly  coincide  witli  the  pa- 
ralysis of  the  ciliary  muscle.  2.  Loss  of  refraction  occurred  ; 
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always  disappearing  with  the  disease.  3.  Occasionally  loss 
of  visual  power  was  observed,  depending  perhaps  on  astig- 
matism of  the  lens,  and  disap]fearing  with  the  accommoda- 
tive paralysis.  4.  Diagnosis  can  often  be  made  by  observing 
the  absence  of  change  of  shape  of  the  lens  in  changing  accom- 
modation. 5.  Accommodative  paralysis  occurs  witli  diphther- 
itic wounds.  It  has  also  been  certainly  seen  in  sausage-pois- 
oning. 

Clinical  Cases.  Dr.  Landersbeeg. — They  are  as  follows : 

1.  A peculiar  form  of  epidemic  ophthalmia.  2.  Further  con- 
tribution to  the  essentials  of  phthisis  bulbi,  in  which  he  says 
some  of  the  inflammatory  processes  of  the  cornea  may  also  be- 
come the  source  of  secondary  glaucoma.  3.  Chronic  idiopathic 
oedema  of  the  left  upper  lid  and  conjunctiva  bulbi. 

Anomalous  Forms  of  Retinitis  Pigmentosa.  Dr.  Leber. 
— (The  new  additional  editor  of  this  [Graefe’s]  Archiv.)  * He 
makes  the  followino:  divisions  : 

1.  Typical  retinitis  pigmentosa. 

2.  Hetinitis  pigmentosa  with  typical  disturbance  of  vision 
and  anomalous  ophthalmoscopic  appearances.  Here  belong  : 

a.  Tlie  long-known  retinitis  pigmentosa  without  pigment.^ 
which  y>a.sses  with  all  possible  shades  into  the  common  form. 
It  shows  that  the  essence  of  the  process  is  not  the  pigmenting 
l)ut  the  accompanying  interstitial  hypertrophy  of  the  retinal 
neuroglia  and  atrophy  of  the  nervous  elements.  In  general, 
the  ophthalmoscopic  appearances  are  characteristic  enough  for 
diagnosis,  even  when  pigment  is  absent. 

I).  Hetinitis  pigmentosa  with  disseminated  atrophic  masses 
in  the  choroid. 

3.  Hetinitis  pigmentosa  with  typical  ophthalmoscopic  ap- 
pearances and  anomalous  forms  of  visual  disturbance. 

a.  Hetinitis  pigmentosa  with  prominent  loss  of  central 
vision. 

1).  Hetinitis  pigmentosa  with  ty]3ical  ophthalmoscopic  ap- 
pearances and  good  central  vision,  but  with  variations  in  the 
other  symptoms  of  visual  power. 

4.  Hetinitis  pigmentosa  with  anomalous  ophthalmoscopic 
appearances  and  anomalous  visual  disturbances.  Here  the 
most  numerous  are : 
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a.  Amblyopia  or  amaurosis,  congenital,  from  retinitis  pig- 
mentosa. ^ 

1).  Ketinitis  pigmentosa,  not  congenital,  with  principally 
central  amblyopia  and  absence  of  retinal  pigmenting. 

c.  Cliorio-retinitis  pigmentosa  witli  anomalous  symptoms. 

5.  Ketinitis  pigmentosa  with  varying  course,  unequal  affec- 
tion of  the  two  eyes.  Dr.  Leber  says  that  wliat  be  lias  pre- 
sented naturally  tells  us  nothing  of  the  cause  of  retinitis  pig- 
mentosa, and  is  but  a slight  contribution  to  the  material  facts. 
It  may  be  at  least  assumed  that  retinitis  pigmentosa  is  on  the 
whole  a many-sided  affection.  If  we  would  retain  the  name 
of  retinitis  pigmentosa  for  the  typical  cases,  w^e  must  grant 
that  it  shades  through  many  variations  into  the  allied  forms  of 
this  disease,  and  can  be  considered  but  as  one  of  several  related 
affections,  wdiich  is  dependent  on  the  parents’  consanguinity,  or 
is  hereditary. 

Needle-Forcejys^  a New  Instrument  to  form  Pujnls  in 
Tough  Meinbranes.  Dr.  IIeymann. — It  can  hardly  be  clearly 
imderstood  except  by  seeing  the  accompanying  woodcut  of  it, 
which  we  cannot  here  reproduce. 

Archives  of  Ophthalmology  and  Otology^  vol.  ii.,  No.  1. 

Formation  of  Bone  in  the  Ege.  Dr.  Knapp. — Ilis  conclu- 
sions are : 

Formation  of  bone  in  the  eye  is  the  consequence  and  final 
stage  of  a plastic  inflammation  of  the  capillary  layer  of  the 
choroid.  It  invests  the  inner  surface  of  the  choroid,  and  con- 
tinues, in  the  form  of  a transverse  septum,  through  the  anterior 
part  of  the  vitreous  humor,  behind  the  ciliary  body  and  the 
crystalhne  lens,  without,  however,  involving  these  structures. 
The  diseases  which  lead  to  ossific  productions  are  chronic  in- 
flammations of  the  interior  coats  of  the  eye,  called  internal 
ophthalmia  by  the  earlier,  irido-choroiditis  by  modern  writers. 
It  should  be  particularly  mentioned  that  chronic  plastic  in- 
flammation limited  to  the  ciliary  body  and  iris,  irido-cyclitis, 
which  is  not  uncommon,  and  leads  to  the  formation  of  false 
membranes  before  and  behind  the  crystalline  lens,  has  not 
been  found  to  generate  osseous  tissue,  nor  has  ossification  been 
demonstrated  as  a sequel  of  iritis  alone. 
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The  diagnosis  of  ossification  may  be  based  upon  the  un- 
yielding and  hard  condition  of  the  posterior  part  of  the  globe, 
terminating  about  two  lines  behind  the  cornea,  while  the  an- 
terior region  is  soft,  or  at  least  impressible. 

Simultaneous  occurrence  of  calcification  and  ossification  is 
frequent.  Calcification  may  be  diagnosticated  by  atrophy  or 
degeneration  of  the  iris,  in  combination  with  a shrunken, 
white  or  yellowish  cataractous  lens.  As  ossification  does  not 
involve  the  outer  choroidal  layers,  nor  the  ciliary  muscle  and 
iris,  it  in  itself  is  not  to  be  dreaded  as  a cause  of  sympathetic 
ophthalmia.  The  latter  can  only  result  from  irido-cyclitis 
supervening  as  a complication  to  ossific  choroiditis.  As  long  as 
an  eye,  in  which  ossification  has  been  diagnosticated,  remains 
free  from  irritation,  and  its  fellow  also,  the  removal  of  the 
former,  for  fear  of  sympathetic  infiammation,  is  not  indicated. 

A Case  of  Glioma  Retinae^  operated  on  at  an  Early  Stage^ 
and  exhibiting  some  New  and  Peculiar  Anatomical  Condi- 
tions. Dr.  Knapp. — He  concluded  that  the  very  early  removal 
of  the  whole  organ  was,  therefore,  a step  approaching  the  prac- 
tical solution  of  the  question  on  morbid  growths  in  general, 
and  on  intraocular  tumors  in  particular — a question  which,  as 
a maxim,  may  be  expressed  thus  : extirpate  when  the  tumor  is 
still  a local  disease,  that  is,  before  infection  of  the  system  has 
begun,  and  life  will  be  saved. 

Case  of  Pterygium  superius.  Dr.  Knapp. — It  resulted 
from  an  attack  of  blennorrhoic  conjunctivitis  in  a child  of 
eleven  years  of  age,  and  seems  to  us  more  properly  classified 
with  syinblephara,  as  he  says  most  of  the  cases  reported  are. 

Tumors  of  the  Petina.  Dr.  Delafield. — He  draws  these 
conclusions : 

1.  The  rule  laid  down  by  Hirschberg,  that  retinal  tumors 
grow  outward  toward  the  choroid,  has  many  exceptions. 

2.  The  elements  of  these  tumors  only  resemble  the  granules 
of  the  retina  when  altered  by  reagents  and  seen  wfith  low 
powers.  When  examined  fresh  and  with  high  powers,  they  are 
seen  to  be  identical  with  so-called  lymphoid  cells  which  com- 
pose so  many  new  growTlis. 

3.  If  we  dismiss  from  our  minds  the  superficial  resemblance 
between  the  elements  of  these  tumors  and  the  retinal  granules. 


34 


tliej  at  once  take  tlieir  place  in  the  class  of  ronncl-celled  me- 
dnllaiy  sarcoma. 

4.  The  variation  in  the  size  of  the  cell-hodj,  and  in  the 
proportion  of  stroma  in  different  parts  of  these  tumors,  is 
almost  always  found.  This  variation  is  the  same  whicli  we 
find  in  most  sarcomata,  and  is  no  reason  why  we  should  speak 
of  a tumor  as  heginning  as  a glioma,  and  then  hecoming 
sarcomatous. 

5.  ITot  only  the  anatomy,  hut  also  the  clinical  history  of 
retinal  tumors,  corresponds  exactly  with  those  of  the  medullary 
sarcomata. 

G.  The  development  of  secondary  tumors  follows  the  rule 
laid  down  hy  Yirchow  for  sarcomata,  and  occurs : 1.  By  con- 
tinuous infection  of  tlie  retina,  optic  nerve,  and,  ])erhaps,  the 
brain.  2.  By  discontinuous  infection,  forming  the  clioroidal, 
scleral,  and  episcleral  tumors.  3.  By  metastasis  proper,  form- 
ing tumors  on  the  hones,  lymphatic  glands,  and  liver. 

The  idea  that  the  choroidal  tumors  are  formed  hy  continu- 
ous infection  from  the  retinal  tumors,  and  that  the  scleral  and 
episcleral  tumors  are  formed  hy  continuous  infection  from  the 
choroidal  tumors,  seems  to  he  erroneous.  In  tlie  very  great 
majority  of  sections  these  tumors  are  evidently  discontinuous. 
And  even  if  in  some  few  instances  a scanty  cell-communication 
is  found  between  the  two,  it  seems  most  probable,  from  what 
we  know  of  other  sarcomata,  that  this  is  a cell-growth  posterior 
to  the  development  of  the  secondary  tumor.  That,  however, 
these  secondary  tumors,  although  discontinuous,  are  produced 
from  cells  which  have  wandered  from  the  parent  tumor,  is 
possible. 

Special  Application  to  the  Case  of  the  Eye  of  Enapp^s 
General  Formulm  for  Astigmatic  Bays.  Dr.  Hay. 

Iridectomia  without  Division  of  the  Sphincter  Pupilloe. 
Dr.  Pope. — He  has  performed  six  operations,  in  cases  which  he 
says  may  come  under  the  four  followdng  classes.  The  opera- 
tion is  of  course  optical,  not  therapeutic  : 

1.  Those  in  which  there  is  a central  opacity  of  the  cornea, 
and  in  which  there  has  been  acute  or  chronic  internal  inflam- 
mation of  the  eye,  with  or  without  adhesions  of  the  iris  to  the 
lens  capsule. 
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2.  Those  in  which  there  has  been  perforation  of  the  cornea 
with  prolaj>sns  of  the  iris,  the  pupil  having  snifered  displace- 
ment, and  being  totally  or  almost  entirely  placed  behind  more 
or  less  opaqne  cornea.  In  case  the  cornea  has  suffered  very 
decided  changes  in  form,  not  amounting,  however,  to  staphy- 
loma, the  operation  is  most  strongly  indicated.  If  there  be 
present  in  the  case  iritis,  or  irido-choroiditis,  which  does  not 
yield  to  treatment,  it  may  be  best  to  operate  with  division  of 
the  sphincter.  If  the  pupil  has  been  drawn  to  a very  eccentric 
portion  of  the  cornea  by  the  prolapsus  of  the  iris,  it  may  still 
be  best,  in  some  cases,  to  excise  the  iris  rather  largely,  without 
dividing  its  sphincter.  When  the  whole  pupillary  margin  has 
been  engaged  in  the  corneal  opening,  the  operation  for  dis- 
placement, and  that  for  iridectomia,  after  the  usual  method, 
are  of  course  excluded. 

3.  Cases  where  there  is  diffuse  opacity  of  the  cornea,  most 
marked  centrally,  and  gradually  diminishing  toward  its  cir- 
cumference, together  with  iritis  or  irido  choroiditis,  with  or 
without  adhesions  of  the  pupillary  margin  to  the  lens  capsule. 

4.  Cases  wliere  an  extremely  eccentric  pupil  may  be  re- 
quired, and  internal  disease  of  the  eye  may  exist.  It  may  even 
be  best  in  this  class  of  cases,  when  no  actual  disease  is  present, 
but  when  there  is  doubt  as  to  whetlier  the  iris  will  allow  of 
extreme  displacement  of  the  pupil  without  inflammatory  reac- 
tion. This  condition  might  be  found  in  the  cases  of  old  per- 
sons in  whom  the  pupil  was  rigid  and  but  slightly  dilatable 
by  the  action  of  atropine.  Prof,  von  Graefe  recommended  the 
use  of  Calabar  bean  in  order  to  contract  the  pupil  preparatory 
to  the  operation  for  iridectomia,  in  those  cases  of  glaucoma 
where  the  pupil  is  evidently  dilated.  It  may  be  in  some  cases 
beneficial  in  tlie  proposed  operation,  when  the  pupil  is  large, 
and  the  pupillary  margin  free.  The  bean  was  not  found  ne- 
cessary by  Dr.  Pope,  to  whose  paper  we  refer  for  the  technic 
of  this  operation. 

The  Light  Streak  seen  in  the  Centre  of  the  Hetinal  Yessels 
with  the  OphthalmosGOjpe.  Dr.  Poking. — In  last  year’s  Trans- 
actions of  our  Society. 

Observations  on  Cases  of  Paralyzed  Accommodation,  Dr. 
CoLSMAN. — He  reports  cases  due  to  the  following  causes  : un- 
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due  exertion ; straining  tlie  eye  during  work  over  a bright 
fire;  Ilm;  sequel  of  rubeola 'j  after  angina;  still  another  case 
from  the  same ; accompanying  mydriasis ; syphilis ; after  iritis 
serosa  from  herpes  zoster  ophthalmicus ; syphilis. 

Kerato-conus  and  its  Treatment.  Dr.  STEmiiEiM. — Three 
cases  operated  on  hy  Yon  Graefe’s  method.  An  addition  to  the 
already  published  cases,  and,  if  they  do  not  differ  from  the 
others,  yet,  in  their  details  and  especially  in  their  results,  are 
sufficiently  worthy  of  mention  to  direct  attention  again  to  this 
method  of  treatment,  and  assist  in  giving  it  its  proper  place  in 
the  manuals  of  ophthalmology.  The  patient  in  one  case  drew 
the  illustrations  himself. 

Annales  cV  Oc'^distique,  May^  1870,  to  June^  1871,  inclusive. 

Retinal  Anmsthesia.  Dr.  A.  Siciiel. — By  this  term  he 
means,  not  the  absence  of  perceptive  power  in  the  retina,  but 
the  loss  of  transmission  to  the  brain  of  the  impressions  per- 
ceived by  it.  In  these  conditions  the  retina  perceives  or 
receives  the  impression,  but  the  patient  is  unconscious  of  it. 
Betinal  amesthesia  generally  occurs  suddenly  after  some  vio- 
lent impression  has  affected  the  moral  faculties  of  the  patient 
a longer  or  shorter  time.  It  will  not  appear  at  the  time,  but, 
sooner  or  later,  some  days  afterward.  There  are  no  objective 
symptoms  ; the  ophthalmoscope  reveals  nothing  ; phosphenes 
exist  in  every  direction ; the  pupils  act  normally  to  light. 
Under  examination  with  prisms  the  muscular  action  is  per- 
fect. Examination  of  the  visual  field  affords  us  the  only  pre- 
cise data.'  It  is  generally  concentrically  reduced,  or  we  have 
scotoma,  or,  what  is  especially  interesting,  multiple  varia- 
tions. The  patient's  symptoms  vary  from  slight  amblyo])ia  to 
complete  amaurosis.  Photopsy,  photophobia,  and  achroma- 
topsy, are  observed  in  nearly  every  ease.  Often,  vision  is  re- 
duced to  one-half  or  one-third.  The  disease  may  last  a vari- 
able time,  generally  better  and  worse  at  times,  as  proved  by 
the  variations  in  the  field  of  vision.  Yet  the  affection  seems 
to  be  quite  benignant,  always  ending  in  recovery.  As  to 
treatment,  this  is  to  be  esj)ecially  directed  to  the  general  con- 
dition, and  so  determined  by  each  individual  case.  Protec- 
tion of  the  eyes  from  light,  as  much  as  possible,  is  the  local 
treatment  necessary. 
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Caries  of  the  OrMt.  Dr.  Jules  Sichel. — Published  after 
liis  death,  by  his  son,  Dr.  Arthur  Sichel.  This  is  a very  in- 
teresting and  instructive  memoir,  which  Sichel  commenced  in 
1840.  It  makes  some  55  pages  in  the  Annales,  which  we 
would  gladly  quote  from,  had  we  room  here.  It  is  based  on 
the  absolute  experience  of  Sichel,  jpere^  and  would  be  quite 
acceptable  published  in  English  as  a monograph. 

Clinical  Ohservations.  By  Dr.  Lebkux,  of  Brabant. — 
Epithelial  tumor  of  the  globe.  Dermoid  tumor  of  globe. 
Foreign  body  in  the  iris.  Traumatic  division  of  rectus  inter- 
nus  five  years  previous ; divergent  strabismus ; proraphie, 
cure. 

Abscess  of  the  Cornea.  Prof.  Arlt. — Translated  by  Dr. 
Schobbens,  from  vol.  xvi.,  part  1,  of  Graefe’s  Archiv. 

Table  of  Reciprocals^  Dr.  Schobbens,  whom  we  should 
thank  for  the  necessary  calculations  he  has  made  for  this  ta- 
ble, by  which  we  can  readily  calculate  the  eftect  of  our  com- 
binations of  glasses. 

Ihire  (essentielle)  Phthisis  BuTbi.  Dr.  Swaxzy. — A case 
observed  at  Graefe’s  clinique  to  be  compared  with  others. 
Vide  Arch,  fiir  Opth.,  xii.,  2,  p.  25G ; xiii.,  2,  p.  407. 

Ophthalmia  of  Scrof  ulous  or  Lijmphatic  Children.^  and 
the  Employment  of  an  Ointment  of  Tannate  of  Lead.  Dr. 
SciioENFELD. — The  oiiitmeiit  is  j^repared  by  triturating  3 iss 
of  tannate  of  lead  with  3 iij  of  fine  oil  and  3j  of  fresh  lard, 
carefully  washed.  This  the  author  speaks  highly  of  in  scrof- 
ulous ophthalmia  of  children. 

International  Tests  for  the  Acuity  and  Range  of  Vision. 
Dr.  Bueciiardt. — These  have  now  been  published,  and  we 
would  call  especial  attention  to  them. 

Clinical  Report  of  Dr.  IIirschberg. — Embolus  of  central 
retinal  artery.  Sudden  blindness  in  an  infant  of  eight 
months.  Several  cases  of  membr  ana  pupillaris  per  sever  ans. 

Artificial  Fistula  of  the  Cornea  when  this  is  so  altered  as 
to  cause  Blindness.  Dr.  Geadenigo. — He  reports  a case  cer- 
tainly successful  enough  to  induce  one  to  attempt  likewise  to 
cure  the  blind. 

Ophthahnic  Repertoire.  Dr.  Warlomont. — He  wants 
others  to  follow  him  and  print  individual  ideas  about  various 
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oplitlialmic  matters.  He  speaks  of  ocular  inflammations; 
tincture  of  iodine  with  morphine  in  painful  symptoms ; local 
sublimate  baths ; ointment  of  balsam  of  Peru  ; lance-knives 
in  iridectomy ; how  to  remove  suture-needles  without  sepa- 
rating the  wound  ; circumcision  of  the  cornea. 

Strabismus.  Dr.  Javal. — The  first  and  second  parts  of  an 
article  which  will  prove  as  practical  as  interesting.  e com- 
mend its  study. 

Deafness  in  its  Delations  to  Panniform  Keratitis  and 
Conical  Incisor  Teeth.  Dr.  Davidson. 

Some  Forms  of  the  Intermittent  Affections  of  the  Eye. 
Prof.  Quaglixo. — Translated  by  Dr.  Delstanche,  from  the 
Annali  dl  Ottalmologia^  vol.  i.,  1871. 

Detinitis  Pigmentosa ; its  Locality  and  Nature.  Dr. 
Windsor. — Translated  from  the  Manchester  Medical  and 
Surgical  Pejiorts.  The  conclusions  are — 1.  That  in  certain, 
probably  in  the  majority  of  cases,  the  trouble  commences  and 
is  localized  in  the  external  layers  of  the  retina.  2.  The 
affection  is  probably  inflam niatory,  and  the  processes  inflam- 
matory or  nutritive  in  the  adjacent  portion  of  the  choroid,  the 
deeper  layers  of  the  retina  and  optic  nerve,  vitreous  and  lens, 
are  secondary. 

Ognstoblefari.  Dr.  Albini. — Metallic  jdates  to  slip  under 
the  lids  and  compress  or  retain  the  globe  in  staphyloma,  etc. 
Also  to  protect  the  globe  when  caustic  is  applied  to  the  lids, 
and  likewise  to  keep  off  the  pressure  of  the  latter.  To  pro- 
tect an  ulcerated  cornea.  They  may  be  used  like  artificial 
eyes,  and,  when  there  is  any  vision,  glasses  may  be  set  in 
them.  They  can  be  used  to  apply  electricity  to  the  eyeball. 

Some  Conside7xttions  on  Color-Blindness.  Dr.  GtAlezow- 
SKi. — Prom  his  researches,  based  on  the  examination  of  more 
than  seven  hundred  and  sixty-six  patients  affected  with  inter- 
nal troubles  of  the  eye,  he  would  make  three  varieties  of 
chromatic  trouble.  1.  Patholoscical  contrast  of  colors.  2. 
Blindness  to  colors.  3.  Scotoma  to  colors.  The  first  occurs 
from  the  abuse  of  alcohol,  and  is  seen  in  certain  varieties  of 
alcoholic  amblyopia.  He  saw  it  thirty-four  times  in  one  hun- 
dred and  thirty- three  patients,  i.  e.,  twenty-five  per  cent. 

Pathological  blindness  to  colors  occurs  with  optic  atrophy 
and  amblyopia  from  alcohol,  hysteria,  or  syphilis.  In  the 
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progressive  atrophy  of  the  papilla  there  is  often  noticed  a 
pe*culiar  variety  of  dyschromatopsy,  and  that  is,  blindness  for 
green  first,  and  after  for  red.  hTearly  all  patients  mistake 
green  for  gray,  and,  as  the  trouble  increases,  red  becomes 
more  and  more  dull,  changing  to  brown  and  afterward  black. 

Hysterical  amblyopia  occurs  most  frequently  in  one  eye, 
and  that  the  left.  The  patients  lose  the  power  of  distin- 
guishing colors.  Thus,  yellow  and  rose  appear  white,  while 
green,  crimson,  and  bine,  are  black. 

Optic  neuritis,  hemiopia,  and  other  varieties  of  cerebral 
amblyopia,  are  often  exempt  from  color-blindness.  Of  thirty- 
five  cases  he  found  chromatic  trouble  in  but  five ; one  patient 
could  not  tell  yellow  or  blue,  the  other  three  confounded  red 
and  green.  Inability  to  distinguish  yellow  indicated  a syphi- 
litic cause,  and  the  optic  neuritis  was  accompanied  by  choroi- 
ditis and  syphilitic  retinitis. 

Albuminuric  retinitis  causes  very  irregular  color-blind- 
ness ; more  often  the  patients  recognize  the  principal  colors, 
and  only  confound  the  secondary  shades.  Some  remark  a 
peculiar  central  scotoma.  Glycosuric  retinitis  is  rare,  and 
produces  color-blindness  only  when  accompanied  by  atrophy 
of  the  papilla. 

Congenital  pigmentary  retinitis  does  not  generally  cause 
color-blindness.  Of  twenty-one  patients  three  only  could  not 
distinguish  green,  blue,  and  yellow ; red  appeared  of  a deep 
violet.  This  alteration  of  chromatic  faculty  is  observed 
always  at  an  advanced  stage  wdien  the  region  of  the  macula 
lutea  is  invaded  by  pigmentary  infiltrations. 

In  syphilitic  choroido-retinitis  the  patients  do  not  recog- 
nize yellow,  the  color  last  lost  in  cerebral  atrophy  of  the  pa- 
pilla ; blue  and  green  are  frequently  lost ; red  often  appears 
black. 

Central  Scotoma  for  Colors. — This  is  probably  due  to  al- 
terations at  the  macula,  and  to  certain  varieties  of  atrophy 
of  the  papilla.  Hetinal  apoplexies  occupying  the  region  of 
the  macula  often  temporarily  or  permanently  compromise 
central  vision. 

In  a number  of  cases  of  retinal  detachment  there  was  ob- 
served a peculiar  chromatic  trouble,  namely,  colored  vision. 


40 


appearing  eitlier  before  tlie  disease  or  during  tlie  first  days  of 
the  detachment.  The  patients  state  that  for  some  days, 
weeks,  or  even  a longer  time,  they  have  seen  every  thing 
colored  blue  or  violet.  This  is  remarked  most  frequently 
during  the  first  days  of  the  trouble.  Lights,  the  fiames 
of  lamps  or  candles,  appear  quite  bright,  and  of  a beautiful 
blue,  sky-blue,  or  sea-blue.  In  fifty  cases  of  detachment  this 
was  observed  sixteen  times. 

Zehender''s  Klinisch  Monatsbldtter  far  Augenheillcunde^  February,  1870,  to 

May,  1871,  inclusive. 

Description  of  a New  Ophthalmometer.  Dr.  EmiET. 

Still  another  Ophthalmometer.  Dr.  Zeuendee. 

An  Exquisite  Case  of  Monocular  Triplopia.  Dr.  Dufoue. 
— Caused  by  an  eccentric  pupil,  and  two  additional  holes 
through  the  iris. 

Exophthalmos  from  Orbital  Aneurism.  Dr.  Siiiess-Gemu- 
SEUS. — Treated  with  partial  success  by  ergot-injections,  digital 
compression,  and  ligature  of  the  carotid. 

Graefe’s  Peripheral  Linear  Section^  Dr.  Steffan,  who 
now  accepts  Graefe’s  assertion  that  the  largest  lens  may  be  re- 
moved throne:!!  a cut  of  4.5"'  inner  lene-th,  and  0.5'"  lieie:ht  of 
fiap. 

Aphorism  on  the  Success  of  the  New  Cataract  Operations. 
Dr.  Stilling. — He  attributes  this  success  to  the  cut  being  sub- 
conjunctival. 

Acute  Neuritis  Opticiicith  Tumor  of  Brain.  Dr.  Sciiiess- 
Gemtjseus. 

Strabismus  Concomitans,  Convergens^  Intermittens.  Dr. 
AYagnee. 

Monocular^  Vertical^  Oscillating  Nystagmus.  Dr.  Zehen- 

DEE. 

Chronic  Spasm  of  the  Eyelids.  Dr.  Talkow. — This  case 
was  treated  by  section  of  the  supraorbital  nerve.  The  author 
concludes  by  saying  that  the  patient,  though  still  complaining 
of  his  endless  trouble,  yet  admitted  that  the  neurotomy  was  of 
inestimable  benefit  to  him,  and  would  have  been  of  still  more, 
had  it  not  caused  loss  of  sensation  in  the  skin,  and  pain  in  the 
forehead.  About  a year  after,  he  returned  to  the  hospital  with 
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muscular  rheumatism  of  the  lower  limbs.  Besides  the  muscu- 
lar pain,  there  was  an  unpleasant  drawing  sensation  in  the 
extensors,  in  the  fingers.  The  hlepherospasm  had  disappeared, 
the  right  sphincter  alone  occasionally  contracting.  The  left 
supraorbital  region  has,  however,  become  more  sensitive.  The 
case  and  treatment  are  of  interest  to  any  one  who  thinks  of 
neurotomy  for  the  pain  left  in  old  people  after  an  attack  of 
herpes  zoster  ophthalmicus. 

Astigmatism  and  Cranial  Formation^  Dr.  Wecker,  who 
reports  to  the  Paris  Anthropological  Society,  July,  1869,  that: 
1.  The  anomalies  of  refraction,  known  as  astigmatism,  stand 
in  direct  relation  with  the  formation  of  the  skull,  and  this  holds 
good  in  cases  besides  those  where,  as  Donders  said,  the  anomaly 
of  refraction  w^as  excessive.  2.  The  formation  of  the  eyes  and 
indirectly  of  the  skull  determines  the  written  characters.” 
We  may  thus  decide,  from  the  old  sculptured  letters,  the  form 
of  the  eyes  and  of  the  skulls  of  those  who  cut  them. 

Congenital  Choroidal  Coloboma  loithout  Iritio  Coloboma. 
Dr.  Talkow. 

Acute  Conjunctival  (Edema.  Dr.  Zeiiexder. 

Xanthelasma  Paljoehrarum.  Dr.  Hieschbeeg  a,nd  Dr. 
Talkow. 

Post-mortem  Examination  of  an  Intraocular  Cysticercus. 
Dr.'SAMiscii. 

Tttmor  of  Bach  of  Orloit^  and  Xasal  Cavity.  Dr.  Biiein- 

DOEE. 

New  Iris  Forceps.  Dr.  Liebeeicii. 

Cancer.,  starting  from  the  Conjunctiva  of  the  Lid.  Clio- 
sarcoma  of  the  Retina.  Dr.  Hieschbeeg,  with  explanatory 
woodcuts. 

Cataplasms  in  the  Treatment  of  Acute  Iritis.  Dr.  Schiess- 
Gemuseus,  who  reintroduces  poultices,  and  says  he  finds  them 
of  great  use  in  treating  acute  iritis,  as  also  in  secondary  iritic 
processes  and  injuries,  or  cataract  operations. 

Vlcus  Corneoe  Serpens.,  Dr.  Pagenstecher,  who  has  tried 
with  great  success  Samisch’s  proposed  method  of  treatment, 
by  cutting  through  the  corneal  ulcer.  His  success  others  have 
not  always  met  with. 

Atrophy  of  the  Optic  Nerve.,  following  Erysipelas  of  the 
Face. — Dr.  Pagenstecher  reports  a curious  case. 
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Siibretinal  Effusion  in  the  Region  of  the  Macula. — Dr. 
Betke,  who  thinks  the  whitish  color  left  was  clue  to  fatty  de- 
2‘eneratioii  of  the  effused  blood.  Sudden  total  amaurosis  of 
left  eye;  complete  recovery.  Intraocular  glioma.  Iridocy- 
clitis with  great  changes  in  the  visual  power.  Entrance  of  the 
whole  lens  into  the  anterior  chamber  after  discision,  spontane- 
ous absorption  without  interference.  Cataract  with  fluid  vit- 
reous ; attempt  at  extraction,  subsequent  discision.  Complete 
traumatic  amaurosis,  total  paralysis  of  all  the  ocular  muscles 
except  the  trochlearis,  and  partial  paralysis  of  this.  Purulent 
periostitis  without  exophthalmos,  subsequent  keratitis  paren- 
chymatosa.  Sclerosis  keratitis,  iritis,  episkleretis.  Paren- 
chymatous keratitis,  subsequent  iritis  with  corneal  opacities 
from  sclerosis.  Sclerosis  of  cornea,  partial  right,  total  left ; 
chronic  iritis  episkleritis.  These  are  all  clinical  cases  sketched 
by  Dr.  Schiess-Gemuseus. 

Action  of  Calabar  Bean  in  Diphtheritic  Paralysis  of 
Accommodation.  Prof.  Maxz. — He  advises  his  colleagues  to 
try  Calabar  bean,  for  he  says,  although  the  spontaneous  cure  of 
accommodative  paralysis  may  be  generally  expected,  yet  even 
with  treatment  by  good  diet,  iron,  and  quinine,  or  by  Jacob- 
son’s method  by  convex  glasses,  takes  weeks  or  months,  while 
the  methodical  local  application  of  the  bean  acts  so  much  more 
quickly  as  to  entirely  recommend  it. 

Acute  Formation  of  Cataract.  Dr.  Kittee. — The  opacity 
came  on  in  a lad,  aged  nineteen,  within  a week,  sufficient  to 
cause  the  patient  to  grope  about  the  house.  Dr.  Bitter  sug- 
gests whether  the  lad’s  occupation,  standing  at  a brick  furnace, 
and  exposed  to  blasts  of  intense  heat,  was  not  the  cause.  There 
was  no  disease  of  fundus  present  so  far  as  could  be  ascertained. 

Gummy  Tumor  of  the  Conjunctiva  of  the  Bulb.  Dr.  Est» 
lander  speaks  of  this  and  other  similar  cases  reported.  Iodide 
of  potassium  had  no  effect.  He  says,  as  in  syphilitic  iritis, 
energetic  inunction  or  other  mercurial  course  is  in  place. 

The  Centred-venous  Retinal  Pulse  in  Epilepsy  and  Allied 
Conditions.  Drs.  Kostl  and  Hiemetschek. — Their  observa- 
tions tend  to  show  that  epilepsy  is  produced  by  cerebral  anae- 
mia, whether  this  is  due  to  general  lack  of  blood,  dilatation  of 
the  art.  thyreoidea  sup.,  contraction  of  the  carotid,  stenosis  of 
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the  aorta,  or  lessened  contractility  of  the  heart’s  muscle.  The 
anaemia  is  seen  in  the  eye  by  blanching  of  the  papilla.  The 
increased  motor  activity  and  psychical  exaltation  following  the 
anaemic  condition,  can  only  be  explained  by  the  increased  how 
of  blood  to  the  brain,  and  thus  in  the  period  of  reaction  there 
is  an  increased  reddening  of  the  papilla.  This  reactive  hyper- 
aemia  is  characterized  by  ectasia  of  the  central  vein,  greater 
tilling  of  the  optic  capillaries,  and  turgor  of  the  retinal  net- 
work. 

The  Blind  in  the  Archduchy  of  Mecklenburg. — The  com- 
bined numbers  for  October,  ISTovember,  and  December,  of  1870, 
giv^e  an  interesting  report  of  some  one  hundred  pages,  under 
the  following  heads : Official  Report  of  the  hlumber  of 
Blind  ; Comparison  with  the  Numbers  in  some  other  Conn  tides ; 
Deaths ; Degree  of  Blindness ; Ages ; Causes ; Relative  Health 
of  the  Blind;  Occupations  ; Blind  Asylums  ; Possible  Occupa- 
tions, etc. 

Tumors  in  the  Neighborhood  of  the  Eye.  Dr.  Hornek. — 
These  are  reports  of  a series  of  tumors  in  the  lids,  conjunctiva, 
lachrymal  gland,  and  orbit ; of  interest,  on  account  of  their 
rarity  or  course.  The  microscopic  examination  was  made  by 
Prof.  Eberth.  Fibroma  molluscum  of  upper  lid.  Multipled 
cell,  melano-sarcoma  of  the  conjunctiva  tarsi.  Cancroid  of  the 
conjunctiva  bulbi  at  an  unusual  spot.  Fibroma,  papillary  of 
the  conjunctiva  bulbi.  Carcinoma  of  the  lachrymal  gland. 
Periosteal  fibroma  of  the  orbit.  Pigmented  cavernous  angio- 
ma of  the  orbit.  Recurrent  myxo-sarcoma  of  the  orbit,  meta- 
plasia. Cysticercus  in  the  orbit. 

Arrangement  of  Prisms  for  the  Better  Measurement  of 
Lateral  Deviation  in  Insujjiciency . Dr.  Berlix. — By  his 

arrangement,  he  holds  that  we  have  a limited  but  a sufficient 
series  of  glasses,  within  the  range  of  which  there  are  no  greater 
sources  of  error  than  the  method  of  trial  offers.  The  use  is 
more  easy,  leaving  one  hand  free,  and  allows  of  much  cpiick- 
er  measurement. 

Neurosis  Nervi  Optici  et  Betinm.  Dr.  Pagexsteoher. — 
Great  anaesthesia  of  the  retina  to  white  light ; refiex  irritabil- 
ity from  opticus  and  retina,  shown  by  peculiar  appearances  of 
color.  Contraction  of  the  visual  field ; spasm  of  accommod^- 
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tion.  Cure  by  wearing  blue  glasses,  and  use  of  tbe  constant 
current. 

Double  Isolated  Dujpture  of  the  Choroid.  Dr.  Talkow. — 
This  makes  the  thirty-second  so  far  reported  in  ophthalmic 
literature. 

Gunshot-Mound  of  the  Orbit  loithout  Injury  of  the  Globe. 

Case  of  BlepharosjMsm.  Prof.  Samiscii,  of  Bonn. — Con- 
tributions from  ophthalmic  practice  during  the  war. 

Phantasms  during  Sleep.  Dr.  Geisslee. — An  interesting 
article,  in  the  closing  sentence  of  which,  the  author  says  he  can- 
not regard  the  phantasms  as  pathological,  since  they  occur 
under  perfectly  regular  diet,  and  absolutely  clear  mental  ac- 
tion and  activity.  These  being  so  little  spoken  of,  would  lead 
to  the  idea  that  they  but  very  unfrequently  occurred.  This 
conclusion,  however,  is  doubtful.  AYe  may  readily  convince 
every  one  that  they  have  muscoe  volitantes^  and  yet  few  know 
of  their  existence.  And  this  very  fact  deterred  Geissler  from 
inquiring  among  the  laity  for  phantasms.  If  they  are  physio- 
logical, then,  when  once  recognized,  they  are  with  difficulty 
gotten  rid  of.  This  is  by  no  means  jdeasant.  Their  artificial 
reproduction  or  increase  might  make  among  the  laity,  as  with 
entoptic  globules,  a confirmed  hypochondriac. 

Iritic  Exudation  talcing  on  a Peculiar  Form.  Dr. 
Schmidt.  , 

Congenital  Defect  in  the  Lens.  D aery o- adenitis  with  Ab- 
scess. Dr.  Sciiiess-Gemtseus. — In  the  first  case  there  was  an 
absence  of  one  edge  of  the  lens,  as  if  a concave  piece  had  been 
taken  out,  about  one-fourth  of  the  whole  lens.  Here  the  di- 
lated pupil  was  free  of  the  lens,  looking  almost  like  a lateral 
dislocation. 

Glioma  of  Both  Eyes.  Dr.  Geisslee. — A child,  six  months 
old.  There  was  atrophy  of  both  optic  nerves  up  above  the 
chiasm  a.  So  convulsion  or  cerebral  symptom  up  to  the  time 
of  death. 

Zehender  devotes  some  twenty  pages  to  analysis  of  the 
Transactions  of  our  Society. 
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Royal  London  Ophthalmic  Hospital  Reports.  YoL  i.,  Part  1.  February, 
1871. 

Cases  of  Temporary  AnchyloVlepharon.  Mr.  Woekivian 
reports  from  Mr.  Bowman’s  Practice. — In  a case  of  ectropion 
he  conceived  the  idea  that,  if,  after  releasing  the  tissues,  he 
were  to  unite  the  upper  and  lower  lids  for  a time,  he  would 
obtain  a better  effect  than  by  simply  performing  a plastic 
operation.  The  result  fully  realized  his  anticipations,  as  the 
hand  of  union  between  the  two  lids  prevented,  to  a great  ex- 
tent, the  upper  one  being  drawn  up  again,  while  the  tissues 
were  cicatrizing  at  the  site  of  the  plastic  operation.  The 
success  of  this  proceeding  has  led  to  its  being  adopted  in 
another  class  of  cases — that  of  palsy  of  the  seventh  nerve, 
where  the  patient  is  unable  to  close  the  eye,  which,  in  conse- 
quence, suffers  from  constant  exposure.  Here,  too,  the  result 
has  been  very  satisfactory.  Mr.  Bowman  cautions,  in  this 
operation  of  uniting  the  eyelids  for  a temporary  object,  care 
must  be  taken  not  to  interfere  with  the  subsequent  integrity 
of  the  tissues  at  the  tarsal  margin.  If  delicately  done,  it 
will  be  found  sufficient  to  shave  off  a very  thin  slice  of  the 
opposed  margins  along  the  line  of  the  Meibomian  orifices,  not 
including  that  of  the  cilia.  Very  fine  threads  should  be  used, 
and  should  extend  beyond  the  bare  surfaces,  and  take  a good 
hold'of  tlie  edge  of  the  lid,  so  as  not  to  cut  themselves  out. 
They  should  be  removed  on  the  fifth  to  the  eighth  day. 

Lead  Poisoning  as  a Cause  of  Optic  Neuritis.  Mr. 
Hutchinson. — Three  good  oplithalmoscojiic  pictures  exjilain 
what  he  means  and  wliat  he  lias  seen,  and  to  these,  with  the 
cases  reported,  we  would  refer  our  readers. 

Punctured  Wound  of  the  Sclerotic.,  with  Escape  of  Yitre-  * 
ous.,  treated  hj  closing  the  Wound  with  a Suture.  Mr. 
Lawson. — He  found  that,  if  the  sclerotic  wound  be  closed  by 
a single  fine  suture,  and  the  escape  of  the  vitreous  be  arrested, 
union  of  the  cut  edges  will  rapidly  follow.  The  suture 
should  be  of  the  finest  silk,  and  to  each  end  of  it  a needle 
should  be  fastened,  so  as  to  allow  of  the  silk  being  drawn 
through  each  edge  of  the  wound  separately,  and  from  within 
outward. 
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Case  of  SymjMthetic  Retinitis  Pigmentosa.  D.  A. 
Kobertson. — This  he  believed  to  be  a true  example  of  sym- 
pathetic ophthalmia,  although  the  character  of  the  inflamma- 
tion clifiered  from  that  which  we  usually  observe  resulting 
from  sympathetic  irritation ; for  while  this  disease  is  usually 
characterized  by  plastic  inflammation  of  the  iris,  extending 
back  to  the  ciliary  processes  and  choroid,  this  had  as  its  chief 
feature  retinal  inflammation  with  pigmentary  deposit. 

The  Treatment  of  Sdmisch^s  “ Ulcus  Cornece  Serpens T 
Dr.  Pagensteciier. — lie  has  tried  tliis  slitting  through  of  the 
ulcer  twelve  times,  and  with  almost  unexceptional  success.  He 
deduces — 1.  That  the  ulceration  on  the  cornea  is  arrested  in 
its  progress,  and  retained  within  its  already  acquired  limits. 
The  clouding  of  the  cornea,  so  inimical  to  tlie  sight,  is  thus 
reduced  to  the  utmost  possible  minimum.  2.  The  base  of 
the  ulcer  is  cleansed,  and  becomes  more  transparent,  and  the 
existing  infiltration,  limited  to  one  side,  disaj)pears  totally 
after  a few  days.  In  one  instance  he  noticed  this  to  have 
taken  place  at  the  end  of  twenty -four  hours,  in  another  at 
the  end  of  thirty-six  hours.  3.  Hypopyon,  when  such  ex- 
isted, or  the  particles  clouding  the  aqueous  humor  were,  to 
a very  great  extent,  at  the  time  of  the  operation,  emptied  out, 
and  the  absorption  of  such  particles  as  remained  behind  was 
much  accelerated.  Hereby  one  danger,  frequently  unavoid- 
able under  other  modes  of  treatment,  is  obviated — the  organi- 
zation of  these  elements;  and  the  closing  of  the  pupil  thereby 
often  occasioned,  or  its  adhesion  to  the  anterior  capsule,  is 
much  diminished.  4.  The  irritation  of  the  iris  decreases 
rapidly ; and  in  cases  submitted  to  treatment  at  an  early  pe- 
• riod,  a very  favorable  mydriasis  is  seen  soon  to  set  in.  5. 
Ciliary  neuralgia,  when  present,  is  completely  allayed — if  not 
immediately,  within  a few  hours. 

We  would  strongly  recommend  a perusal  of  this  article 
of  Dr.  Pagenstecher  to  any  one  intending  using  Samisch’s 
method  of  treatment. 

A Case  of  Amaurosis  after  Erysipelas.  Mr.' Hutchinsox. 
— This  very  interesting  case  he  prints  in  connection  with  two 
cases  of 
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Atrophy  of  the  Optic  Nerve  after  Erysipelas  of  the  Face^ 
Dr.  Pagensteclier,  observed  at  the  oplitbalmic  institution  at 
Wiesbaden. 

Miscellaneous  Cases  and  Observations.  Mr.  Hutchinson. 

Albinism  (incomplete).  Divergence  and  oscillation  of  the 
globes. 

Albinism  in  a brother  and  sister.  Defective  vision  and 
oscillation  of  globes  in  both.  Hjpermetropia. 

Artificial  eyes  worn  by  young  children  (three  years  of  age). 

Failure  of  sight  during  lactation,  and  its  meaning  as  a 
symptom. 

Loss  of  accommodation  from  nervous  shock. 

Pyramidal  cataract  after  purulent  ophthalmia,  but  in  one 
eye  only. 

Myosis  and  irido-plegia  from  brain-disease.  Autopsy. 

On  the  occasional  intractable  character  of  pustular  ojfii- 
thahnia. 

Pyramidal  cataract  in  one  eye  only,  with  corneal  opacit}^ 

Mydriasis  and  cataract  in  infancy  in  connection  with 
syphilis.  Subsequent  dislocation  of  tlie  lens  into  the  vitre- 
ous. Excision  of  the  globe. 

Acute  abscess  in  the  lachrymal  gland.  Good  recovery 
after  incision. 

Retinitis  pigmentosa.  Chronic  rheumatic  arthritis. 

Case  of  congenital  cataracts,  with  myopia  and  deafness. 

Symmetrical  ptosis  in  a child  after  purulent  ophthalmia. 
Operation. 

Case  of  extreme  myopia.  V with— |. 

Neuro-retinitis  in  connection  with  albuminuria  and  dis- 
ease of  the  heart. 

Atrophy  of  left  optic  disk,  and  deafness  on  the  same  side, 
after  a severe  blow  on  the  head,  which  was  attended  for  a 
time  with  hemiplegia. 

Hereditary  syphilis ; severe  ulcerations  since  childhood ; 
characteristic  teeth. 

Keratitis ; rapid  improvement  under  iodide  of  potassium. 

Giornale  W Oftalmologia  Italiano.  (Continued  from  our 
last  year’s  Report,  through  the  numbers  for  1870,  all  so  far 
received.) 
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Three  Cases  of  Penetrating  Wound  of  the  Eye  from  Per- 
cussion Caps.  Prof.  PusmELLi. — These  well  support  the 
hope,  in  which  we  join,  that  the  professor  closes  with,  namely, 
that  some  law  might  prevent  the  sale  of  the  poorer  qualities 
of  percussion  caps,  and  that,  in  the  perfection  of  fire-arms, 
these  may  he  quite  done  away  with.  Quod  est  in  votis. 

Tinder  %uhat  Circumstances  the  ohuse  of  smohing  Tobacco 
and  drinking  Alcohol  produces  Amaurosis.  Dr.  Peymond. — 
He  would  treat  cases  mucli  more  actively  than  the  mere  ab- 
stinence from  tobacco  or  stimulants.  He  uses  also  paracen- 
tesis of  the  aqueous  chamber. 

Cysticercus  in  the  Vitreous.  Dr.  Marini. — He  decided  it 
was  a cysticercus  teniiicollis  of  Pudolpli. 

Some  Cases  of  Syphilitic  Ophthalmic  Disease  cured  by 
the  Hypodermic  Injection  of  Calomel.  Prof.  Quaglino. — Of 
special  interest  to  the  student  of  syj^hilography. 

Pemoval  of  Capsule  and  Lens  together  in  Cataract.. — Prof. 
Gioppi  continues  his  rejiort  on  this,  together  with  corresjiond- 
ence  on  tlie  same  from  Ids  Italian  colleagues. 

Prof.  Cesare  Paoli  published  in  the  “ Sperimentale  ” ac- 
counts of  the  bad  effects  of  petroleum-light  on  the  ejms,  and 
in  the  Italian  Journal  of  Oplithalmology  Drs.  Calderini  and 
Peymond  publisli  two  articles  on  protective  glasses  against 
the  chemical  rays  in  gas  and  jietroleum  lights. 

Hemeralopia  in  a Woman  operated  on  for  Cataract.,  ap- 
pearing spontaneously  luith  the  Effect  of  Sunlight.  Dr.  Pey- 
MOND. — This  was  an  interesting  case,  showing  that  hemera- 
lopia may  be  developed  by  other  causes.  Clinically  it  was 
shown  that  it  was  here  due  to  the  existence  of  minute  blind 
points  in  the  centre  of  the  retina. 

Quinine  as  a Topical  Application  in  Affections  of  the 
Eyes. — Dr.  Fearer  follows  Pagel’s  suggestions  made  at  the 
Heidelberg  Congress  in  September,  1869. 

Lachrymal  Eistula  cured  in  Eighteen  Days  by  Destruc- 
tion of  the  Sac^  with  some  Considerations  on  the  Conditions  in 
which  Caustic  is  applicable.  Dr.  T.  Frassati. 

The  Principles  governing  Inflammations  of  the  Eye.  Dr. 
PosMiNi. — This  is  the  first  portion  of  quite  an  extended  arti- 
cle not  yet  finished. 
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Interpretation  of  Hemeralopia  Aphorisms.  Dr.  Ketmond. 

Electricity  in  Gramdar  Conjunctivitis.  Dr.  Dodolfo. 

Besides  tlie  articles  enumerated,  the  Italian  Journal  of 
Opthalmology  keeps  its  readers  apprised  of  what  is  going  on, 
by  analysis  of  all  the  other  ophthalmic  journals  published  in 
English,  French,  and  German. 

Report  of  the  Medical  Society  of  Steirmarlc.  1869-’70. 

Dislocation  of  the  lens;  exhibition  of  a patient.  Dr. 
Blodig. 

Case  of  carcinoma  medidl.  huTbi  removed ; patient  ex- 
hibited. Dr.  Kellee. 

Three  cases  of  prolapse  of  the  iris  exhibited  by  Dr. 
Kellee. 

Treatment  of  acute  o]3hthalmia  blennorhagica.  Dr.  Kixaus. 

Annali  di  Ottalmologia.  Under  direction  of  Prof.  A, 
Quaglino. — This  is  a new  Italian  ophthalmic  journal  com- 
menced this  year,  1871,  and  published  at  Milan.  The  first 
number  contains  tlie  following : 

Some  forms  of  intermittent  ocular  affections.  Prof.  Quag- 
LTXO. — This  has  been  pretty  completely  translated  in  the 
Annales  d’Oculistique,  vol.  i.,  for  1871,  p.  119. 

Contribution  to  the  Clinical  History  of  Ocular  Tiimors. 
Prof.  Quaglixo. — These  are : 1.  White  sarcoma  of  the  choroid ; 
2'.  Detachment  of  the  retina,  followed  by  cataract,  consecu- 
tive symptoms  of  glaucoma  with  rebellious  periorbital  neu- 
ralgia, enucleation,  melanotic  sarcoma  of  the  choroid;  3. 
Squint  and  paralytic  diplopia;  consecutive  atrophy  of  the 
papilla,  with  amaurosis  and  mydriasis ; exophthalmos,  enucle- 
ation of  the  globe,  and  extirpation  of  the  tumor  ; myxoma  of 
the  optic  nerve. 

Molluscum  Contagiosum..  Drs.  Bizzozeeo  and  Manfeedi. 

Experimental  Studies  of  Inflammation  of  the  Lens.  Dr. 
Foelanini. — lie  gives  only  the  results  of  his  researches  here- 
after to  be  published  in  detail.  He  holds  that  a suppuration  of 
the  true  fibres  of  the  crystalline  is  possible. 

Development  of  Optic  Neuritis  in  Cerebral  Affections. 
Dr.  Flaeee. — Dr.  Forlanini  follows  this  with  his  observations 
and  experience  a propos  to  Dr.  Flarer’s  memoir  on  optic 
neuritis. 
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Formation  of  Bone  in  the  Eye.  Dr.  Knapp.  New  Yorh 
Medical  Journal.,  February,  1871. — He,  from  observation  of 
several  cases,  concludes  that  the  origin  of  true  bone  in  tbe 
eye  may  always  be  traced  to  plastic  inflammation  of  tlie  capil- 
lary layer  of  tlie  cboroid.  Calciflcation  may  occur,  and  lias 
been  observed  in  every  tissue  of  tlie  eye,  but  ossification  only 
in  connection  with  the  yascular  chorio-capillaris.  Tlie  nature 
of  the  ossific  process  in  the  eye  is  the  same  as  that  in  connec- 
tive tissue  generally,  the  same  as  in  the  formation  of  bone 
from  periosteum.  The  cells  (white  blood-corpuscles)  and  in- 
tercellular substance  are  poured  out,  the  former  in  some  places 
densely  crowded  ; and  then,  with  a clear  line  of  demarcation, 
the  infiltration  with  chalk  begins.  In  some  portions,  the  con- 
nective-tissue corj^uscles  are  still  preserved  round,  or  nearly 
so,  having  few  offsets  ; but  the  more  the  chalky  infiltration 
advances,  the  more  numerous  the  offsets  become,  communi- 
cating with  each  other  to  form  the  canaliculi.  The  round, 
movable,  lymphoid  cell,  putting  forth  its  processes  and  re- 
tracting them  again,  becomes,  first,  the  jagged  cell  of  the 
osteoid  tissue ; and,  finally,  the  stellate  cell — the  real  bone- 
corpuscle. 

Contributions  to  OjjJithalmic  Therapeutics. — On  the  pe- 
riod of  operating  in  Senile  Cataract.  K.  B.  Cakteu.  Practi- 
tioner, March,  1871. 

I cannot  resist  quoting  his  closing  remarks  in  speaking  of 
Graefe’s  new  cataract-operation : Besides  influencing  our 

judgment  about  the  time  for  the  performance  of  extraction, 
the  new  operation  has  greatly  taken  from  the  importance  of 
several  conditions  that  used  to  be  regarded  as  almost  prohibit- 
ing interference.  In  the  days  of  flap-extraction,  cough  was  a 
great  bugbear,  and  frequently  caused  prolapse  of  the  iris  into 
the  wound.  • Kow  that  the  piece  of  iris  opposite  the  wound 
is  excised,  no  such  prolapse  can  take  place,  and  cough  is  com- 
paratively, perhaps  absolutely,  harmless.  In  the  same  way 
conditions  requiring  frequent  recourse  to  an  upright  posture, 
such  as  asthma  or  irritability  of  the  bladder,  have  very  little 
influence  upon  the  small  section.  Chloroform,  which  was 
shunned  by  many  in  flap-extraction  for  fear  of  the  straining 
of  sickness,  may  also  be  administered  with  good  efiect,  and 
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protracted  confinement  to  bed  is  no  longer  necessary.  It  fol- 
lows that  many  of  the  fears  and  precautions  with  which  cata- 
ract-extraction was  once  properly  surrounded,  may  now  be 
regarded  as  belonging  to  the  past,  and  that  they  should  be 
sufiered  to  go  the  way  of  the  circumstances  in  which  they 
took  their  origin.  Surgery  can  boast  of  few  greater  triumphs 
than  the  modern  improvements  in  cataract-extraction ; and 
these  improvements  have  been  brought  about  in  the  only  right 
and  sound  way,  by  careful  study  of  all  the  sources  of  failure  in 
the  old  operation.  It  is  now  time  that  the  public  should  enter 
upon  the  full  fruition  of  the  benefits  that  have  been  thus  ob- 
tained for  them.” 

Return  of  Vision  after  Atrojyhy  of  Optic  Papilla.  Dr. 
E.  P.  Oglesby.  Dullin  Quarterly.^  1870.  See  also  his  pre- 
vious publications  in  Lancet^  August  22, 1868  ; Eoyal  London 
Ophthalmic  Hospital  Eeports,  April,  1869. — He  makes  three 
periods  in  the  j)i’ocess  of  recovery,  to  the  third  of  which  he 
would  call  special  attention  : 1.  If  the  patient  does  not  distin- 
guish colors  with  a certain  degree  of  assurance,  it  is  rare  that 
vision  becomes  reestablished  to  any  great  degree.  2.  If  color- 
perception  is  pretty  good,  the  patient  may  recover,  most 
probably,  a degree  of  vision  that  will  enable  him  to  go  about 
alone,  or  do  some  coarse  work.  3.  If  the  patient  distinguishes 
colors  readily  and  with  facility,  entire  recovery  of  sight  is 
probable. 

Leipsic  Ophthalmic  Dispensary . Its  first  five-years’  re- 
port from  Drs.  Coccius  and  IViLHELm. — We  wish  all  ophthal- 
mic hospitals  and  infirmaries  would  give  us  like  experience 
of  wdiat  has  and  is  being  done  witliin  their  walls.  We  quote 
only  what  they  say  as  to  Graefe’s  peripheric  linear  cataract- 
operation  : 1.  Eemoving  the  cut  from  the  cornea  to  the 
neighboring  sclerotic  tissue  greatly  lessens  the  danger  of  cor- 
neal sloughing,  and  thereby  improves  the  chances  of  success. 
2.  In  an  eye  without  the  lens,  an  iridectomy  downward,  if 
not  too  large,  does  not  materially  affect  the  visual  perception 
as  compared  with  a sound  pupil.  3.  A comparative  glance 
at  the  two  series  of  operations  they  report  would  incline  them 
to  trust  most  to  a preparatory  iridectomy  rather  than  a con- 
temporaneous one.  In  127  cases,  they  lost  but  two  from  sup- 
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puration  of  tlie  cornea,  wliicli  they  say  is  decidedly  better  than 
the  results  with  the  corneal  flap-operation. 

De  VOphthalmie  nevro-paralytique.  Dr.  J.  B.  Coppez. — 
This  name  he  gives  to  the  group  of  changes  that  take  place 
in  the  eye  after  section,  paralysis,  or  irritation  of  the  fifth 
pair  of  nerves.  To  be  more  precise,  the  ocular  lesions  are 
due  not  to  an  absence  of  the  nervous  influence,  as  the  term 
nevro-paralytique  ” might  imply,  but  to  an  irritating  agent 
acting  exteriorly  on  the  anatomical  elements  of  the  cornea, 
or  interiorly  on  the  nerve  itself,  and  thus,  by  means  of  the 
nutritive  and  formative  irritation,  an  exaggerated  cell-prolif- 
eration. He  admits  this  last  mode  of  action  is  denied  by  the 
majority  of  physiologists,  who  cannot  produce  it  experimen- 
tally. But  surgical  pathology,  in  advance  of  experimenta- 
tion, must  needs  admit  the  direct  influence  of  the  nervous 
system  on  nutritive  phenomena,  from  the  evidence  of  numer- 
ous and  tested  facts  which  careful  observation  daily  accumu- 
lates. To  the  essay  itself  we  would  refer  for  proof  of  the 
above. 

The  Ophthalmic  Phantom  and  the  Ophthalmoscope  as  a7i 
Optometer.  Dr.  Franz  Moiir.  Wurzburg,  1870. — He  rec- 
ommends his  ap})aratus  to  all  interested  in  ophthalmosco])y, 
examination  with  the  upright  image,  and  optometry,  con- 
vinced that  it  will  greatly  assist  students  and  teachers  in 
ophthalmoscopy,  and  enable  them  to  employ  Jiiger’s 
tures  where  the  living  eye  cannot  be  used  for  teaching  or  de- 
monstrating. 

Ptude  sitr  V Irldectornie.  Dr.  Pomiee.  Paris,  1870. — He 
gives  the  diseases  in  which  the  operation  is  applicable  and 
how^  it  is  to  be  carried  out — as  an  optical  effect,  for  prophy- 
lactic reasons,  as  an  antiphlogistic,  and  still  more,  in  extenso^ 
its  use  in  Graefe’s  peripheric  linear  operation  for  cataract.  A 
resume  is  in  Zehendeds  Journal^  ^fay,  1870,  page  156. 

TJeher  die  therapeutische  Wirhung  des  Atropin  auf  myo- 
pische  Augen.  Dr.  Woscn.  Basel,  1871. — An  inaugural  dis- 
sertation before  the  medical  faculty  of  Basle.  The  author 
concludes  that  atropine  is  the  only  known  remedy  wPich,  in  a 
certain  class  of  cases,  produces  a decided  effect,  namely,  a 
pushing  off  of  the  far-point ; in  others,  renders  stationary  a 
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process  wliicli  is  otherwise  progressive,  not  only  according  to 
Donders's  statement,  but  in  accordance,  also,  with  the  experi- 
ence of  all  scientific  physicians.  His  method  of  employing 
atropine  has  the  additional  value  of  showing  the  patients  and 
those  around  them  that  the  accommodative  efforts  are  what 
increase  the  myopia,  and  this  often  very  rapidity.  Thus  they 
will  be  induced  to  avoid  such  hurtful  infiuences,  and  so  much 
is  already  gained.  His  plan  also  is  devoid  of  danger  when 
the  eyes  are  properly  protected  against  too  great  light. 

Aside  from  the  therapeutic  value,  the  use  of  atropine  is  of 
worth  in  the  j)athological  physiology  of  the  eye.  It  proves 
that,  in  the  large  majority  of  cases,  the  myopia  is  the  result 
of  two  components.  Their  relative  value  depends  on  the 
duration  and  amount  of  the  myopia.  The  longer  this  has 
lasted  and  the  larger  it  is,  the  greater  is  the  import  of  the 
axial  elongation  compared  to  the  cramp.  The  more  recent 
the  myopia,  the  more  is  it  to  he  laid  to  the  cramp.  His  expe- 
rience would  indorse  this,  namely,  that  atropine  acts  persist- 
ently only  in  young  people,  while  in  older  myopes  this  does 
not  hold.  He  considers  diis  results  of  etiological  value  also. 
Honders  was  inclined  to  consider  that  there  was  in  every  case 
of  myopia  a congenital,  generally  hereditary  predisposition, 
and  he  rejects  totally  a primary  cramp  of  the  muscles  of 
accommodation.  Of  the  author’s  patients,  mostly  of  the 
educated  classes,  the  majority  denied  having  been  previously 
myopic,  and  myopia  could  hut  seldom  he  traced  to  other 
members  of  the  family.  Of  the  cases,  he  holds,  moreover,  a 
]najority  were  purely  and  simply  acquired  by  constant  accom- 
modative effort.  His  results  are  only  explainable  by  accom- 
modative cramp,  which,  having  commenced,  caused,  by  long 
continuance,  axial  elongation.  This  last  seems  proved  by  the 
fact  that  in  those  cases  where  atropine  removed  only  a por- 
tion of  the  myopia,  this,  therefore,  being  dependent  botli  on 
cramp  and  axial  elongation,  the  myopia  began  first  to  show 
itself  at  the  time  when  accommodative  effort  was  imperative. 

Several  new  or  newly-edited  hand-books  or  compendiums 
have  appeared,  since  my  last  report,  to  be  here  mentioned. 
This  is  not  the  place  to  criticise  them,  as  the  journal-review- 
ers take  care  of  that  much  better.  Schauenberg  sends  out 
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the  fifth  edition  of  his  Oj)hthalmiatrik,”  T\  ith  40  woodcuts, 
a Yolume  of  350  pages.  Eheindorf  gives  us  the  second  edi- 
tion of  his  Ilandbuch  der  Augenheilkunde,”  with  23  cuts 
and  238  pages.  Ignatz  Meyer  publishes  the  third  edition  of 
his  “ Compendium  der  Augenheilkunde,”  with  16  cuts  and 
358  pages.  Schelske  offers  the  first  part,  202  pages,  of  a 
Lehrbuch  der  Augenheilkunde.”  Schweigger,  who  has  tak- 
en Graefe’s  place,  has  written  a “ Ilandbuch  der  speciellen  Au- 
genheilkunde,”  with  43  cuts  and  538  pages.  Tetzer’s  “ Com- 
pendium der  Augenheilkunde”  has  been  issued  by  Dr.  Griin- 
feld,  with  three  lithographic  plates  and  488  pages.  Klaunig 
has  edited  a “ Compendium  der  Augenheilkunde,”  of  300 
pages,  dated  Leipzig,  1872. 

German  students  and  practitioners  at  least  seem,  there- 
fore, to  be  well  looked  after  in  the  matter  of  hand-books.  Mr. 
Soelberg  IV ells  keeps  his  “ Treatise  on  Diseases  of  the  Eye” 
up  to  the  times,  and  we  would  again  recommend  it  as  the  best 
book  for  the  English  or  American  student  or  practitioner. 

Books,  Monograpiis,  axd  Journal  Articles  not  noticed  in  the 

Keport. 

Das  Aiige  iiiul  der  Blick.  W.  Ilenke.  Bostock,  18T1. 

Recovery  from  Double  Optic  Neuritis,  Haynes  Walton.  Med.  Times 
and  Gazette,  August  6,  1870. 

Sympathetic  Ophthalmia.  Dr.  T.  R.  Dooley.  New  York  Med.  Journal, 
October,  1870. 

Anterior  Epithelium  of  the  Cornea.  W.  Krause,  Reichert  in  Du  Bois- 
Reymond’s  Archiv,  July,  1870. 

Ciliary  Muscle.  D.  Wende.  Ditto. 

Lymph-Spaces  in  the  Eyeball.  G.  Schwalbe.  Schultze’s  Archiv,  1870. 

pp.  1-261. 

Parts  concerned  in  Accommodation.  J.  W.  Ilulke.  Quarterly  Micro- 
scopical Journal,  October,  1870. 

Circulation  in  the  Eye.  Dobrowolsky.  Centralblatt,  1870.  pp.  305. 

Papers  on  Accommodation  by  Adamiik.  Centralblatt,  292,  and  Wolnow, 
reviewed  in  Centralblatt,  478. 

On  Movement  of  the  Iris.  By  Engelhardt.  "Wurzburg,  Unter- 
suchungen  iv.,  296. 

On  Intermittent  Irritation  of  the  Retina.  Pfluger’s  Archiv,  iv.,  214. 

Parenchymatous  Keratitis,  associated  with  Acute  Rheumatism.  Spen- 
cer Watson.  Lancet,  October  22,  1870. 

Traumatic  Paralysis  of  the  Visual  Accommodation.  Geo.  0.  Harlan, 
M.  D.,  American  Medical  Journal,  January,  1871. 


55 


Does  Disease  of  the  Cerebellum  lead  to  Loss  of  Sight  ? British  Medical 
Journal,  October  14,  1870. 

Parenchymatous  Keratitis  associated  with  Acute  Kheumatisra.  Mr. 
Spencer  Watson.  British  Medical  Journal,  October  22,  1870. 

An  inquiry  into  the  Causes  of  the  Occasional  Failure  of  the  Operation 
for  Squint.  Mr.  Spencer  Watson.  Practitioner,  January,  1871. 

Injury  to  the  Ciliary  Kerves  by  a Blow.  Mr.  B.  Carter.  Lancet, 
December  3,  1870. 

Three  Cases  of  optic  Keuritis.  Mr.  B.  Carter.  Lancet.  November  5, 
1870. 

Zur  Aetiologie  und  Prophylaxis  der  Myopie.  Dr.  Kainpf.  Allgemeine 
Wiener  Zeitung,  Kos.  2-3,  1871. 

The  Ophthalmoscope  in  the  Treatment  of  Epilepsy.  E.  A.  Yance,  M.  D. 
Kew  York  Medical  Journal,  February,  1871. 

Eemarks  on  Divergent  Strabismus.  By  Ed.  G.  Loring,  M.  D.  American 
Medical  Journal,  April,  1871. 

Account  of  a Severe  Ophthalmia  caused  by  Exposure  to  the  Intense 
Light  reflected  from  a Dazzling  Surface  of  Snow.  W.  II.  Gardner,  M.  D., 
U.  S.  A.  American  Medical  Journal,  April,  1871. 

Paralysis  of  the  Ciliary  Muscle  from  Diphtheria.  J.  Hutchinson.  Lancet, 
January  7,  1871. 

ISTsevus  of  Orbit,  Excision,  Eecovery.  Mr.  S.  Lawson.  Lancet,  January 
28,  1871. 

Death  by  Chloroform  during  Enucleation.  Mr.  Power,  Lancet,  January 
28,  1871. 

Ueber  die  Ursachen  des  nicht  selten  vorkommenden  Misserfolges  der 
Operationen  fiir  Strabismus.  Dr.  S.  Watson.  Wiener  Medizinische  Zei- 
tung, 10-11,  1871. 

On  the  Color  of  the  Eyes  of  the  Kewly-born.  Dr.  A.  Wiltshire.  Lan- 
cet, February  11,  1871. 

A Very  Kare  Form  of  Strabismus  and  Astigmatism.  Dr.  Partridge. 
Medical  Times  and  Gazette,  March  4,  1871. 

Opthalmoscopische  Zeicheu  des  Todes.  F.  Poncet.  Allgemeine  Wiener 
Zeitung,  No.  2,  February,  1871. 

Albuminuric  Ketinitis.  Dr.  A.  Kobertson.  Edin.  Med.  Jour.,  January, 
1871. 

Case  of  Kenal  Ketinitis  with  Peculiar  History  as  to  Scarlet  Fever. 
Lancet,  April  8,  1871. 

A Hew  Operation  for  Entropium.  J.  McGraith.  Medical  Times  and 
Gazette,  March  25,  1871. 

Ketinitis  pigmentosa  in  Two  Brothers,  the  Offspring  of  a Marriage  of 
Consanguinity.  Bare  Form  of  Vertical  Nystagmus.  S.  Wells.  Lancet, 
May  6,  1871. 

Influence  of  the  Sympathetic  Nerve  upon  the  Eye.  Dr.  Sinitzin.  Cen- 
tralblatt. 

On  the  Various  Operations  for  Lachrymal  Obstructions  and  Tumors. 
Dr.  A.  Sichel.  Bulleiin  generale  de  Tli6rapie,  April  and  May,  1870. 
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xVstigmatism  as  connected  Avith  the  Form  of  tlie  Cranial  Bones  Dr. 
Wecker.  Gazette  M^dicale  de  Paris. 

Antagonism  of  the  Alkaloid  of  the  Calabar  Bean  and  Atropine.  Recueil 
des  Memoires  de  M^decine,  de  Chirnrgie,  et  de  Pharmacie  militaire. 

Causes  of  Myopia,  its  Frequency,  and  its  Influence  on  Military  Service. 
Gazette  Ilehdomadaire,  Revue  des  Cours  scientif.,  Sep.,  1870. 

Retinitis  leucaBinica.  Dr.  Becker.  Gazette  des  Ilopitaux. 

Diabetic  Cataract.  Ditto,  ditto. 

Alcoholic  Amblyopia.  Dr.  Daguenet.  Union  M6d.,  1870,  ISTo.  47. 
Calomel  in  Ophthalmia.  Ditto. 

Effects  of  Abuse  of  Tobacco  on  the  Eyes.  Dr.  Blatin.  Bull.  G6n.  de 
Ther. 

KeAv  Plastic  Operation  on  the  Lids.  Dr.  Gradenigo.  Gazz.  Med.  Ital. 
Prov.  Sarde. 

Cure  of  a Case  of  Separation  of  the  Retina  by  Puncture.  Prof.  Secondi. 
ISTuova  Liguria  Mcdica. 

Periphery  of  Descemet’s  Tunic  and  its  Influence  on  Accommodation. 
Dr.  Heiberg.  Rordishk  medicinskt  Archiv,  Bd.  2,  No.  11. 

Retinal  Haemorrhage  foreboding  Fatal  Apoplexy.  Dr.  Bertbold.  Bcrl. 
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AX  APPAEATUS  FOE  CUTTIXO  MICEOSCOPIC 
SECTIOXS  OF  EYES.  Bj  Edwaed  Cuktis,  M.  D., 
of  Xe\v  York. 

So-called  “ section-cutters,”  or  ‘‘  microtomes,  ” of  various 
kinds,  have  long  l)een  used  hy  working  microscopists  for  cut- 
ting tliin  sections  of  substances  intended  for  microscopical 
examination.  The  advantage  of  these  instruments  is,  that 
by  their  use  more  extensive  sections  can  be  obtained,  and 
that  too  with  greater  certainty,  and  less  waste  of  material 
than  by  tlie  usual  method  of  cutting  by  hand.  Hence,  the 
special  occasions  wlien  a section-cutter  comes  into  play  are 
the  following : First,  wlien  it  is  desired  to  get  an  unbroken 
section  of  considerable  extent  to  show  the  mutual  relations 
of  comparatively  distant  parts ; secondly,  when  a number  of 
sections  are  wanted  from  a scanty  amount  of  valuable  mate- 
rial ; and  thirdly,  when,  as  may  be  the  case  for  various  rea- 
sons, it  is  desired  to  cut  into  available  sections  the  whole  of  a 
given  area  of  tissue. 

Xow,  all  three  of  these  considerations  often  peculiarly  ob- 
tain in  the  microscopic  examination  of  morbid  eyes.  For,  in 
the  first  place,  when  we  remember  the  complex  structure  of 
the  eye,  and  the  close  physiological  connection  in  it  of  ana- 
tomically dissimilar  parts,  it  is  plain  that  the  study  of  re- 
gional pathology  is  often  of  the  greatest  importance,  as  in 
cases  of  tumor,  or  traumatic  lesions.  And,  in  such  cases,  the 
advantage  of  having  extensive  microscopical  sections,  that 
will  show  all  the  tissues  of  a diseased  region  in  situ^  is  ob- 
vious. In  the  second  place,  the  number  of  similar  sections 
that  can  be  cut  through  any  part  of  special  interest  in  a mor- 
bid eye  is,  of  course,  small,  so  that,  if  duplicates  are  wanted. 
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there  is  no  material  to  waste.  Thirdly,  many  lesions  of  the 
eye  are  so  minute  and  scattered,  that,  to  be  sure  of  getting 
sections  that  pass  through  them,  it  is  often  necessary  to  cut 
the  whole  of  a given  area  into  sections,  and  examine  these 
seriatim. 

To  secure  these  advantages,  I have  been  at  some  pains  to 
obtain  an  apparatus  that  should  enable  me  if  possible  to  cut 
sections,  when  needed,  of  an  entire  eye.  None  of  the  sec- 
tion-cutters supplied  by  dealers  being  of  the  right  size  to 
hold  a whole  eye,  I had  one  made  large  enough  to  do  so,  and 
to  this  I have  added  various  accessories,  so  that  the  whole 
forms  practically  a new  piece  of  apparatus,  which,  from  its 
successful  working,  I have  thought  worth  describing.  The 
apparatus  is  shown  in  the  accompanying  woodcut.  It  con- 
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sists  of  the  part  A (Fig.  1),  for  holding  the  object  to  be  cut, 
modelled  after  a form  of  section-cutter  in  common  use ; and 
of  the  cutting  part  B,  after  my  own  device,  composed  of  a 
long  straight  knife  held  in  a frame.  The  holder.  A,  consists 
of  a heavy  brass  plate,  faced  with  glass,  six  inches  long  by 
three  and  three-quarters  wide,  from  the  centre  of  which  is 
sunk  a hollow  cylindrical  barrel,  one  inch  and  three-quarters 
in  depth,  and  one  inch  and  one-quarter  in  diameter,  inside 
measurement.  Through  the  bottom  piece  of  this  barrel 
(which  unscrews  for  convenience)  works  a screw-shaft,  fur- 
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nislied  witli  a large  milled  head.  The  threads  of  the  screw 
are  fifty  to  the  inch,  and  the  circumference  of  the  milled 
head  is  marked  off  into  eightlis,  so  that,  if  desired,  the  thick- 
ness of  the  sections  cut  can  he  measured.  Attached  to  the 
Tinder  surface  of  the  face-plate,  near  one  end,  is  a screw  clamp 
for  fastening  the  apparatus  to  the  edge  of  a table,  so  as  to  leave 
both  hands  of  tlie  operator  at  liberty  to  work  the  cutter.  The 
principle  of  this  “ holder,”  as  it  might  he  called,  is  very  simple. 
The  object  to  he  cut  is  first  embedded  in  a cast  of  wax  and  oil, 
or  paraffine,  made  to  exactly  fit  the  bore  of  the  barrel ; this  mass 
is  then  pressed  into  the  barrel,  pushed  upivard  by  turning  the 
milled  head  of  the  screw-shaft  until  it  projects  slightly  above 
the  level  of  the  face-plate,  when  the  projecting  part  is  cut 
ofi*  by  a sweep  of  the  knife.  Another  turn,  or  fraction  of  a 
turn,  of  the  milled  head  is  then  made,  and  again  the  project- 
ing portion  is  cut  off,  this  time  as  a smooth,  even  section  of 
microscopic  thinness.  For  a cutter,  I had  a straight  knife 
made  with  a blade  eight  inches  long,  one  and  a quarter 
inch  wide,  and  three-twentieths  of  an  inch  thick  at  the 
back,  and  with  the  sides  concave  like  a razor.  This  I at  first 
used  by  itself,  sweeping  it  over  the  surface  of  the  holder  in  cut- 
ting the  sections,  but  I found  that,  from  the  length  and  thin- 
ness of  the  blade,  it  was  apt  to  bend  underpressure,  and  so  fail 
to  cut  an  even  section,  and  also  that  the  edge  soon  got  dull 
from  friction  upon  the  face-plate.  To  obviate  these  difficul- 
ties, I conceived  the  idea  of  having  the  knife  fixed  in  a frame, 
Tvhich  should  ansiver  the  double  purpose  of  holding  the  blade 
stifi*,  and  carrying  it  -with  the  edge  raised  slightly  above  the 
level  of  the  sinTace  of  the  holder,  so  that  the  under  surface 
of  the  arms  of  the  frame  should  be  the  bearing  surface  iqmn 
the  holder,  and  the  edge  of  the  knife  be  allowed  to  touch 
nothing  but  the  tissue  to  be  cut.  The  design  of  the  frame 
wdll  be  seen  at  once  from  the  figure ; it  is  made  of  brass,  and 
the  knife  is  pushed  into  place  from  behind,  under  a couple  of 
springs,  wdiich  hold  the  blade  down,  and,  wdien  pressed  home, 
the  knife  is  kept  from  slipping  back  by  a little  fastening 
wdiich  is  pushed  against  the  back  of  the  blade  and  then  fixed 
by  a turn  of  a quick  screw.  Besides  the  advantages  of  the 
frame  in  holding  the  knife  stifi*,  and  keeping  its  edge  from 
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scraping  over  the  surface  of  the  holder,  its  weight  and  broad 
tread  make  its  sweep  much  more  steady  and  true  than  that 
of  a light  knife  used  by  itself. 

Such  is,  in  brief,  the  mechanism  of  tlie  apparatus,  and  I 
may  remark,  as  proof  of  its  efficiency,  that  I can  often  cut 
with  it  sections  of  an  entire  human  eye,  thin  enough  for  mi- 
croscopical examination.  In  preparing  the  tissue  and  cutting 
the  sections,  however,  there  are  one  or  two  points  whicli  it  is 
necessary  to  observe  in  order  to  get  tlie  best  results.  To 
make  these  clear,  it  is,  perhaj)s,  best  to  detail  the  whole  pro- 
cess of  manipulation,  although  this  is  essentially  the  one  in 
common  use  in  preparing  sections  for  examination  in  oil  of 
cloves,  or  mounting  in  balsam  or  varnish.  Supposing  the 
object  to  be  a morbid  eye,  this  must,  immediately  after  enu- 
cleation, be  put  into  Muller’s  fluid, ‘ and  there  left  for  at  least 
three  weeks.  It  is  then  cut  open  with  a sharp  knife  or  razor, 
and  the  halves  soaked  in  water  to  remove  the  bichromate. 
This  will  take  one  or  two  days,  the  water  being  often  changed. 
Such  portion  as  is  intended  for  cutting  in  the  section-cutter  is 
then  to  be  further  hardened  in  alcohol.  In  doing  this  I pre- 
fer to  put  it  first  into  alcohol  and  water,  half  and  half,  for  a 
couple  of  days;  then  into  alcohol  of  full  strength  for  an  equal 
time,  and  then  into  absolute  alcohol.  In  this  last  fluid  the 
piece  stays  until  hard  enough  to  cut ; the  time  required  varies 
with  different  specimens,  but  is  generally,  with  eyes,  at  least 
several  weeks,  as  a very  thorough  hardening  is  necessary 
when  the  section-cutter  is  to  be  used.  When  ready  for  cut- 
ting, the  piece  is  transferred  to  oil  of  cloves,'*  where  it  is 
allowed  to  stay  until  thoroughly  impregnated  with  the  oil : 
this  takes  from  half  an  hour  to  several  hours,  according  to  the 
size  and  solidity  of  the  specimen.  The  piece,  however,  must 
not  be  left  indefinitely  in  the  oil,  as  this  slowly  stains  tissues 
an  indelible  dingy  yellow,  increases  their  index  of  refraction, 
so  that  the  sections  will  look  semi-opaque,  even  in  Canada 
balsam,  and  may  ultimately  even  spoil  them  for  microscopical 
examination.  When  thoroughly  soaked  in  oil  of  cloves,  the 

^ Bichromate  of  potash,  75  grains;  sulphate  of  soda,  25  grains;  water, 
6 fluidounces. 

“ The  liglit-colored  samples  arc  best  for  use  in  microscopy. 
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piece  is  to  be  embedded  for  cutting.  For  tliis  purpose  two 
menstrua  have  been  principallj  used,  a mixture  of  white  wax 
and  olive-oil,  in  about  equal  proportions,  and  paraffine.  I had 
been  in  the  habit  of  using  the  former,  although  it  has  many 
disadvantages,  having  found  paraffine,  though  in  other  re- 
spects preferable,  too  hard  and  brittle  to  cut  well.  My  friend 
Dr.  William  Thomson,  of  Philadelphia,  however,  lately  told 
me  that  he  got  excellent  results  from  paraffine  thinned  with 
kerosene,  its  natural  solvent.  This  I have  tried,  and  have 
also  used  oil  of  turpentine  and  benzine  for  the  diluent,  and 
from  what  experience  I have  had  I am  now  disposed  to  prefer 
thinned  ])araffine  to  wax  and  oil.  Its  most  important  advan- 
tage is  that,  so  tar  as  my  experience  goes,  an  accidental  infil- 
tration of  the  tissue  witli  the  melted  paraffine  itself  is  not 
so  apt  to  ruin  the  sections  for  subsequent  carmine-staining, 
as  is  a similar  impregnation  with  wax  and  oil.  The  mix- 
ture I use  is  about  one  part  of  oil  of  turpentine  or  benzine 
to  twelve  or  sixteen  of  paraffine.  The  embedding  is  easi- 
est done  as  follows : In  order  to  get  a mould  for  the  paraf- 
tine,  which  shall  yield  a cast  of  the  right  size  to  go  into  the 
barrel  of  the  section-cutter,  a solid  brass  ping  (Fig.  4 of  the 
woodcut)  one  inch  high,  and  made  to  exactly  fit  the  bore  of 
the  barrel,  forms  part  of  the  apparatus.  In  one  end  of  it  an 
oval  excavation  is  countersunk,  to  let  the  cast  of  paraffine 
take  a firm  hold  of  its  surface,  and  to  keep  the  same  from 
turning  round  under  the  pressure  of  the  knife.  A strip  of 
letter-paper,  about  two  inches  and  a half  wide  is  now  wrapped 
tightly  around  this  plug,  the  plug  being  in  the  middle  of  the 
strip,  so  that  the  paper  projects  at  both  ends.  The  part  pro- 
jecting beyond  the  flat  end  of  the  plug  is  folded  down  over  it, 
and  the  opposite  projecting  cylinder  of  paper  then  forms  a 
cup,  with  the  excavated  face  of  the  plug  for  a bottom,  of  the 
exact  calibre  of  the  barrel  of  the  section-cutter.  Into  this  the 
melted  paraffine  is  to  be  poured.  A capsule  containing  paraf- 
fine or  wax  and  oil,  in  considerable  excess  of  the  amount  re- 
quired for  the  embedding,  is  held  over  a lamp  until  the  mass  is 
just  melted,  when  it  is  taken  ofii*  and  the  piece  of  tissue  dropped 
into  it,  and  stirred  about  for  a few  minutes  to  rinse  ofi*  the 
excess  of  oil  of  cloves.  Then  some  of  the  melted  material  is 
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poured  into  the  paper  mould,  the  piece  of  tissue  immediately 
transferred  to  the  same,  arranged  in  proper  position,  and  the 
whole  set  aside  to  cool.  The  hardening  may  be  hastened  by 
standing  the  mould  in  a basin  of  water,  the  water,  of  course, 
not  being  allowed  to  come  over  the  top.  When  perfectly 
cold  and  hard,  the  paper  is  unwrapped,  care  being  taken  not 
to  loosen  the  paraffine  cast  from  the  brass  plug,  and  cast  and 
plug  together  are  then  pushed  into  the  barrel  of  the  holder, 
and  each  section  is  cut  by  a single  sidelong  sweep  of  the  cut- 
ter. It  is  usual  in  cutting  sections  to  flood  the  surface  of  the 
tissue  and  the  blade  of  the  knife  with  alcohol,  so  that  the  sec- 
tion, in  cutting,  floats  freely  over  the  blade.  In  this  appara- 
tus, however,  from  the  great  length  of  the  knife,  and  from  the 
fact  that  its  edge  is  raised  off*  the  surface  of  the  holder,  this 
procedure  is  impracticable;  but  I find  that  I get  even  more 
perfect  sections  by  the  plan  of  cutting  dry — that  is,  without 
flushing  the  surface  of  the  tissue  with  any  fluid.  It  will  be 
seen  in  the  fl2;ure  that  the  knife  is  set  at  a sli2;ht  aimle  in  the 
frame;  and  this  obliquity  seems  to  give  the  section  a tendency 
to  curl  away  from  the  knife-blade  in  the  cutting,  so  that  in 
this  dry  process  there  is  not  only  no  more,  but  there  is  actu- 
ally less  danger  than  by  the  wet  method  of  the  section  cling- 
ing to  the  blade  in  the  cutting,  and  so  getting  torn.  But 
here  the  preliminary  impregnation  of  the  tissue  with  oil  of 
cloves  is  essential ; for,  were  it  in  alcohol,  the  microscopically 
thin  section  would  instantly  become  ruinously  dry  as  soon  as 
cut.  The  oil  of  cloves,  however,  from  its  very  slight  volatility, 
keeps  the  tissue  of  the  section  moist  until  it  can  be  trans- 
ferred to  a fluid.  But  it  will  not  do  so  long,  and,  hence,  the 
moment  a section  is  cut,  it  should  be  promptly  seized,  and 
dropped  into  fluid  ; and,  if,  from  imperfect  impregnation  be- 
fore embedding,  the  surface  of  the  cut  tissue  looks  dry,  it 
should  be  moistened  only  by  a touch  of  a camel’s-hair  brush 
dipped  in  oil  of  cloves.  If  the  sections  are  not  to  be  stained, 
they  are  dropped  into  turpentine  as  soon  as  cut ; this  dissolves 
the  adhering  wax  or  paraffine,  ver}"  promptly  if  slightly 
warmed,  and  the  sections  are  thep  ready  for  examination  or 
mounting.  If  they  are  to  be  stained,  they  are  put  into  alco- 
hol instead  of  turpentine.  This  in  a few  minutes  dissolves 
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out  the  oil  of  cloves,  and  tlie  sections  are  then  put  at  once 
into  the  carmine  staining-lluid.  For  this  I much  prefer  the 
solution  of  carmine  in  borax  and  water  to  the  ammoniacal  solu- 
tion, and  I obtain  the  best  results  from  an  intense  staininjr 
in  a strong  solution/  and  subsequent  prolonged  decolorizing 
with  oxalic  acid.  Using  the  solution  given  in  the  foot-note, 
the  sections  arc  left  in  it  for  from  half  an  hour  to  one  hour, 
or  until  they  are  uniformly  stained  of  a deep,  purplish  crimson. 
The  staining-lluid  is  then  poured  without  any  washing 

atall^'a  saturated  solution  of  oxalic  acid  in  poured 

on.  This  instantly  precipitates  the  dregs  of  the  carmine  in 
the  dish,  and  changes  the  color  of  the  sections  to  a bright 
scarlet.  As  soon  as  it  has  done  so  thoroughly,  it  is  poured 
off,  and  a little  fresh  solution  added.  In  this  the  sections  are 
allowed  to  steep  until  the  color  is  discharged  from  all  but  the 
cellular  or  protoplasmatic  elements  of  the  tissue.  This  takes, 
as  a general  rule,  about  as  long  as  the  original  staining,  but 
the  time  varies  with  different  tissues  ; hence  it  will  not  do  to 
trust  to  any  rule,  but  the  sections  should  be  watched  and  the 
proper  moment  seized  for  stoj)ping  the  action.  This  can, 
after  a little  practice,  be  told  from  the  naked- eye  appearance 
of  the  sections,  but,  if  there  is  any  doubt,  one  of  them  may  be 
taken  out  and  examined  under  the  microscope.  When  the 
desired  effect  is  })roduced,  the  oxalic  acid  solution  is  poured  off, 
and  th’e  sections  washed  in  several  changes  of  water.  They 
must  not,  however,  be  allowed  to  soak  in  water  for  any  length  of 
time,  or  the  bright-scarlet  color  produced  by  the  action  of  the 
acid  will  fade  to  a dingy  j^urple.^  If  intended  only  for  ex- 
amination, the  sections,  after  rinsing  in  water,  are  to  be 
soaked  in  alcohol  for  a few  minutes,  then  in  absolute  alcohol 
for  another  few  minutes,  then  in  tuiq^entine  (best  slightly 
warm)  till  the  alcohol  is  displaced  and  the  fragments  of  wax 

^ Carmine,  half  a drachm  ; borax,  two  draclims;  water,  four  fluid  ounces. 

^Tlie  usual  process  is,  after  staining,  to  washotf  the  excess  of  the  stain- 
ing-fluid  with  alcohol,  then  treat  with  a saturated  solution  of  oxalic  acid  in 
alcohol,  and  then  wash  from  this  again  in  fresh  alcohol.  From  the  great 
amount  of  alcohol  thus  consumed,  I was  led  to  try  the  water-process  de- 
tailed above,  and  from  comparative  experiments  I And  it  gives  identical 
results  with  the  alcohol  process,  and  is,  it  is  needless  to  remark,  inflnitely 
cheaper. 
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or  paraffine  still  clinging  to  tlie  sections  are  dissolyed,  when 
tiiej  may  be  examined  either  in  turpentine  or  oil  of  cloves. 
If  intended  for  permanent  preservation,  it  is  safest  to  let  the 
sections,  after  the  rinsing  in  water,  soak  for  a few  hours  at 
least  in  alcohol,  to  thoroughly  remove  all  traces  of  oxalic 
acid.  Then,  after  passing  through  absolute  alcohol  and  tur- 
pentine, they  are  ready  for  mounting  in  Canada  balsam,  or 
dammar,  or  other  turpentine  varnish,  as  may  be  preferred. 

Such  is  the  process  to  be  followed  in  preparing  sections 
with  the  use  of  the  section-cutter,  when  the  sections  are  in- 
tended to  be  examined  in  oil  of  cloves,  or  mounted  in  a tur- 
pentine menstruum.  But  it  must  not  be  understood  as 
implied  that  this  tedious  process  is  to  be  followed  as  a matter 
of  routine  in  all  examinations  of  tissues  where  sections  are 
required.  Such  is  far  from  being  the  case,  but  to  detail  the 
various  processes  used  in  histological  microscopy  is  not  with- 
in the  scope  of  tliis  paper. 

The  woodcut  represents  two  accessory  pieces  of  apparatus 
that  have  not  be  enalluded  to.  These  do  not  come  into  play 
in  using  the  section-cutter  for  cutting  eyes,  but,  as  they  make 
the  instrument  complete  for  other  ]3urposes,  it  is  well  to 
describe  them  here.  Fig.  3 represents  a secondary  barrel 
with  a half-inch  bore,  which  can  be  screwed  into  the  bottom- 
piece  of  the  main  barrel  to  diminish  its  size  when  any  small 
pieces  of  tissue  are  to  be  embedded.  It  has  a plug  made  to 
fit  it  similar  to  the  large  plug  of  the  main  barrel.  Fig.  2 
is  a simple  and  ingenious  contrivance,  devised  by  Mr.  "Wale, 
the  maker  of  the  instrument,  for  holding  hard  substances 
which  will  bear  squeezing,  and  which,  therefore,  it  is  not 
necessary  or  desirable  to  embed,  such  as  cartilage,  horn,  wood, 
etc.  It  consists  simply  of  a brass  plug,  made  to  fit  the  barrel 
of  the  section-cutter,  hollow,  but  with  the  bore  slightly  coni- 
cal, and  with  a screw-thread  cut  on  its  face.  A few  wedge- 
shaped  pieces  of  soft  wood  of  different  sizes,  roughly  whittled 
out,  complete  the  apparatus.  Supposing  a stick  of  wood  is 
to  be  operated  on,  it  is  grasped  between  two  of  the  wedges  of 
the  right  size,  being  allowed  to  project  somewhat  above  their 
tops,  the  wliole  pressed  firmly  into  the  conical  bore  of  the 
plug,  and  with  a turn  or  two  the  soft  wmod  of  the  wedges  is 
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tiglitly  grasped  by  the  screw-tliread  of  the  'plug,  and  the  ob- 
ject to  be  cut,  tightly  jammed  between  the  wedges,  is  immov- 
ably fixed. , Sections  can  then  be  cut  from  the  projecting 
portion  in  the  usual  way.  It  may  be  remarked,  in  passing, 
that  the  cutter  for  anatomical  tissues  must  not  be  used  for 
liard  substances.  For  these  a strong,  heavy  knife  or  chisel  of 
less  brittle  temper  is  to  be  employed. 

In  conclusion,  it  may  not  be  amiss  to  state  that  the  section- 
cutter  and  accessories  can  be  obtained  (to  order)  of  the  makers, 
Messrs.  Hawkins  and  AYale,  physical-instrument  makers, 
Stevens  Institute  of  Technology,  Hoboken,  Hew  Jersey. 
Price  $30.00,  or,  without  the  knife-frame,  $20.00.  The  knife 
is  a simple  affair  and  can  be  made  by  any  first-class  manufac- 
turing cutler  from  the  dimensions  given  above.  Mine  was 
made  by  Mr.  A.  Eickhoff,  381  Broome  Street,  Hew  York, 
price  $3,00. 

27  Washington  Place,  New  York,  September^  1871. 


GENEEAL  SYPHILITIC  lYFLAMMATIOH  OF  THE 
EYE.  By  Francis  Delafield,  M.  D.,  of  Hew  York. 

It  is  well  known  that  the  introduction  of  the  syphilitic 
virus  into  the  system  is  frequently  followed  by  inflammation 
of  difierent  portions  of  the  body.  The  inflammations  due  to 
this  cause  are  simple,  hyperplastic,  or  produce  a cellular  new 
growth,  to  which  the  name  of  gummy  tumor  is  usually  given. 

The  eye  is  very  frequently  the  seat  of  these  various  forms 
of  inflammation.  The  iris  and  choroid  are  the  portions  which 
are  most  frequently  attacked.  The  inflammation  is  simple, 
or  forms  small  cellular  new  growths. 

In  rare  cases,  however,  the  inflammation  becomes  gen- 
eral ; iris,  choroid,  ciliary  body,  retina,  sclera,  and  cornea,  are 
involved,  and  the  production  of  new  cells  is  so  great  that 
staphylomatous  tumors  of  large  size  are  formed. 

The  literature  of  such  cases  is  scanty. 

Arlt  describes  two  cases  of  anterior  staphyloma  produced 
by  syphilitic  new  growths  from  the  edge  of  the  iris  and  ciliary 
body  ; but  no  anatomical  examination  of  the  eyes  was  made. 

Yon  Ilippel  (Graefe’s  Arch.,  XIII.,  1)  gives  a full  descrip- 
tion of  a case  in  which  the  iris,  choroid,  sclera,  cornea,  and 
retina,  were  involved,  and  a large  staphyloma  formed. 

Two  cases  of  this  character  have  come  under  my  observa- 
tion : 

Case  I. — A negro,  aged  twenty-two,  was  treated  in  Febru- 
ary, 1866,  for  primary  and  secondary  syphilis.  In  the  follow- 
ing April,  his  left  eye  became  inflamed,  red,  with  an  abun- 
dant catarrhal,  but  not  purulent,  secretion.  The  sight  of  the 
eye,  after  this,  became  gradually  wmrse  and  worse.  In  June, 
severe  pains  in  the  eye  and  temple  supervened,  increasing  at 


night.  These  pains  continued  np  to  the  time  of  extirpation. 
In  October  tlie  eye  projected  so  much  that  the  lids  could  not 
be  closed.  The  conjunctiva  was  much  thickened,  and  the 
cornea  could  hardly  be  distinguished  from  it.  The  eye  looked 
as  if  it  were  the  seat  of  an  intraocular  growth,  which  was 
pushing  the  cornea  forward. 

On  October  20,  1866,  the  eye  was  removed  by  Dr.  II.  D. 
Hoyes.  It  had  been  kept  for  several  days  in  glycerine  before 
I received  it. 

There  was  an  annular  staphyloma  at  the  junction  of  the 
cornea  and  sclerotic  around  the  entire  circumference  of  the 
cornea.  The  sclera  preserved  its  proper  shape  up  to  the 
edge  of  the  stajdiyloma.  The  edges  of  the  cornea  were  car- 
ried out  with  the  staphyloma  so  that  the  anterior  surface  of 
the  cornea  was  nearly  Hat. 

The  stajDhyloma  was  filled  with  a new  growth,  partly 
wdiite  and  partly  black,  which  also  extended  backward  a 
short  distance  into  tlie  cavity  of  the  globe. 

The  iris  had  disappeared  in  the  new  growth.  The  lens 
also  could  not  be  seen. 

The  choroid  was  thickened  throughout,  especially  anteriorly 
by  an  increase  of  its  normal  pigment-cells. 

The  ciliary  body  was  much  thickened.  It  consisted  of 
fibres,  small  round,  oval  and  fusiform  cells,  and  pigment  cells; 
its  anterior  portion  Avas  continuous  Avith  the  groAvth  filling 
the  anterior  chamber.  This  groAvth  near  its  attachment  to 
the  ciliary  body  was  firm  and  composed  of  fibres,  Avith  round, 
and  fusiform  cells  ; near  its  centre  it  Avas  softer,  the  cells  more 
numerous,  and  many  of  them  broken  doAvn. 

The  retina  Avas  detached  in  a funnel  shape ; its  anterior 
edge  Avas  attached  at  the  ora  serrata,  but  Avas  involved  in  the 
new  groAvth.  It  was  too  much  altered  by  the  glycerine  for 
minute  examination.  The  retina  Avas  pressed  together  by  a 
firm,  hard  clot  situated  just  behind  the  tumor. 

The  cornea  Avas  infiltrated  Avith  great  numbers  of  lymphoid 
cells.  The  anterior  elastic  lamina  AA^as  intact  and  the  anterior 
epithelium  but  little  changed.  The  posterior  elastic  lamina 
had  disappeared,  and  the  posterior  portion  of  the  cornea  Avas 
ragged  and  irregular,  composed  entirely  of  cells.  Although 
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tlie  growth  in  the  anterior  chamber  was  in  apposition  with 
the  posterior  surface  of  the  cornea,  it  was  not  continuous  with 
it. 

The  conjunctiva  around  the  cornea  was  thickened  by  lyin- 
plioid  cells  beneath  the  epithelium. 

So  much  of  the  sclera  as  formed  the  wall  of  the  staphy- 
loma was  intiltrated  with  cells. 

Case  II. — The  eye  was  removed  by  Dr.  TI.  D.  Hoyes  from 
a negro,  aged  twenty-four.  In  the  spring  of  1869  the  patient 
contracted  a chancre,  wliich  was  followed,  in  two  months,  by 
secondary  symptoms.  He  was  first  seen  in  Hovembei?^  1869. 
At  that  time  thei‘e  was  a large  ulcer  on  the  penis.  He  said 
that,  twenty-five  days  before,  a piece  of  his  finger-nail  acciden- 
tally got  into  his  left  eye  and  remained  there  about  two  min- 
utes. A week  after  this  the  eye  became  painful  and  red,  and 
a week  later  the  right  eye  also  became  inflamed.  When  he 
presented  himself,  in  the  left  eye  the  cornea  was  hazy ; at  the 
lower  and  inner  margin  of  the  cornea  there  was  a staphyloma 
of  the  sclera  ; there  was  complete  posterior  synechia  of  the 
iris,  with  exudation  in  the  anterior  chamber  ; the  conjunctiva 
and  sclera  were  hypersemic ; tension  was  normal;  there  was 
bare  perception  of  light. 

In  the  right  eye,  the  cornea  was  hazy ; there  were  poste- 
rior synechise  at  the  lower  and  outer  edge  of  the  pupil;  the 
anterior  chamber  contained  exudation  ; the  conjunctiva  was 
hyperremic;  he  could  count  Angers.  February  15,  1870,  the 
right  eye  had  improved.  The  left  eye  became  more  painful 
and  began  to  protrude,  until  the  lids  could  hardly  be  closed. 

March  2d. — The  left  eye  was  removed. 

The  eye  was  divided  by  a section  passing  through  the 
apex  of  the  staphyloma. 

The  staphyloma  was  situated  in  the  sclera  opposite  the 
junction  of  the  ciliary  body  and  choroid.  The  staphyloma 
and  the  anterior  half  of  the  globe  were  Ailed  with  a white 
mass.  The  sclera  as  it  approached  the  staphyloma  was  pushed 
outward,  thinned,  and  Anally  lost  in  the  new  growth.  That 
portion  of  it  which  formed  the  staphyhnna  contained  many 
lymphoid  cells  between  its  fibres,  and  at  the  apex  of  the 
staphyloma  the  Abres  disappeared,  and  nothing  but  cells  could 
be  seen. 
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Tlie  conj unctival  epithelium  was  but  little  altered.  Around 
tlie  staphyloma  the  stroma  of  the  conjunctiva  was  much  thick- 
ened and  infiltrated  with  cells,  its  vessels  were  distended  with 
blood. 

The  anterior  chamber  was  filled  with  a blood-clot. 

The  iris  was  thickened  ; in  its  stroma  were  lymphoid  cells 
and  coagulated  fibrine ; the  pupil  was  closed. 

The  choroid  over  the  fundus  was  normal.  As  it  ap- 
proached the  staphyloma  it  became  thick  and  of  a gray  color. 
Tlie  thickening  was  due  to  the  presence  of  lymphoid  cells  and 
coagulated  fibrine.  h^'ear  the  apex  of  the  staphyloma  all  the 
normal  elements  of  the  choroid  disappeared,  and  nothing  but 
round  cells  could  be  seen.  ]S"o  changes  could  be  seen  in  the  pig- 
mented cells  of  the  choroid,  except  that  they  had  disappeared. 

The  ciliary  body  was  everywhere  thickened  and  filled 
with  cells.  Its  periphery  extended  into  the  staphyloma,  and 
was  continuous  with  the  new  growth  there. 

The  lens  was  small.  Its  capsule  remained,  partly  filled 
with  broken  lens-fibres. 

The  retina  was  detached  in  a funnel  shape;  its  anterior 
portion  was  lost  in  the  new  growth. 

Of  the  white  mass,  which  filled  the  anterior  portion  of  the 
globe  and  the  staphyloma,  the  anterior  portions  were  composed 
of*  l^'inphoid  cells,  with  a scanty  stroma  of  connective  tissue, 
the  posterior  portions  of  coagulated  fibrine  entangling  cells. 

These  tNvo  cases  differ  both  in  the  situation  and  character 
of  the  lesion.  In  the  first  case,  the  new  growth  has  more  of 
the  character  of  a permanent  new  grov/th  than  of  an  inflam- 
matory product.  It  is  composed  entirely  of  cells,  in  some 
places  arranged  in  a thick  fibrous  stroma.  The  new  growth 
originates  in  the  iris  and  ciliary  body,  and  fills  up  the  space 
formed  by  the  protrusion  of  the  cornea.  At  the  edge  of  the 
cornea  the  sclera  is  infiltrated  and  softened  with  cells  so  as  to 
form  an  annular  staphyloma. 

In  the  second  case,  on  the  other  hand,  the  growth  is  more  dis- 
tinctly inflammatory.  The  new  cells  are  mixed  with  a plentiful 
exudation  of  fibrine.  The  iris  and  ciliary  body  are  but  little 
affected,  while  the  choroid  is  involved  over  a considerable  area. 

12  West  Thiett-second  Steeet. 


THE  HALO  HOUND  THE  MACULA  LUTEA.  By 
Edward  G.  Loring,  M.  D.,  New  York. 

The  actual  demonstration  of  any  new  physiological  or 
anatomical  fact,  however  trilling,  is,  of  a necessity,  both  of 
interest  and  value.  Any  sincere  attempt  to  make  such  a 
demonstration,  even  if  unsuccessful,  may  be  of  some  future  if 
not  present  advantage.  It  is  with  this  hope,  at  least,  that  I 
now  offer  the  following  remarks : 

The  explanations  of  the  glittering  ring  seen  round  the 
region  of  the  yellow  spot  with  the  ophthalmoscope,  as  given 
by  Liebreich,  Schweigger,  Schirmir,  and  others,  have  never 
been  accepted  by  physiologists  as  conclusive  ; and  Mauthner, 
in  his  recent  work  on  the  ophthalmoscope,  brings  an  exliaus- 
tive  review,  of  the  many  attempts  to  solve  the  problem,  to  a 
close,  with  the  assertion  that  the  phenomenon  cannot  be  ac- 
counted for  on  anatomical  grounds  with  the  knowledge  of  the 
part  now  in  our  possession. 


On  looking  at  some  drawings  of  the  region  of  the  macula, 
by  Max  Schultze,  one  of  which  I now  reproduce  in  a dia- 
grammatic form  ^ (Taf.  vi.,  Fig.  1),  it  occurred  to  me  that  the 


^ The  outlines  and  curvature  of  the  ditfcrent  layers  are  fac-siiniles  of 
Schultze’s  original  drawing.  The  scale  is  here,  however,  reduced  one-half; 
p represents  the  pigment  epithelium,  and  i the  nerve-fibre  layer. 
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effect  in  question  might  be  produced  by  the  same  causes 
within  the  eye  that  often  produce  it  in  other  places  in  nature, 
or,  in  other  words,  that  it  might  be  the  j)roducts  of  reflexion 
and  refraction  from  the  combination  of  curved  surfaces  which 
enter  into  the  construction  of  this  portion  of  the  retina. 

As  you  will  see,  this  region,  as  figured  in  the  diagram 
(Fig.  1),  bears  in  its  formation  a strong  resemblance  to  a shal- 
low cup,  of  which  the  rim  is  represented  by  a convex  and 
the  bowl  by  a concave  surface.  If  we  look  upon  these  curved 
surfaces  as  mirrors,  they  would  each  have  their  foci,  one  lying 
behind  the  other  in  front  according  to  their  respective  degrees 
of  curvature.  And  if  light  should  be  thrown  perpendicularly 
against  such  a combination  of  curves,  the  apex  of  the  outside 
rim  or  convex  surface  would,  from  well-known  optical  laws, 
appear  illuminated,  while  the  inside  or  concave  surface  would 
appear  more  or  less  in  shadow.  Thus  we  should  have  the 
effect  of  a darker  centre,  surrounded  by  an  illuminated  edge. 

In  order  to  demonstrate  this  in  its  application  to  the 
retina,  two  eye-phantoms  or  cameras  were  made,  precisely 
alike  in  every  respect.  At  the  bottom  of  one  a concave  metal 
mirror,  belonging  to  an  ophthalmoscope,  was  placed  to  repre- 
sent the  retinal  surface.  Another  mirror,  precisely  like  the 
first,  was  then  taken,  and  a very  slight  depression  made  in  it 
by  carefully  pounding  down  the  region  immediately  about 
the  hole  in  the  centre,  with  a rounded  chisel-handle.  As  the 
implement  was  made  of  wood,  a shallow  indentation  w^as 
made  without  cutting  into  the  substance  of  the  mirror.  This 
was  placed  at  the  bottom  of  the  second  camera,  and  repre- 
sented, in  a rough  but  sufficiently  exact  way,  the  cup-like 
cavity  shown  in  the  drawing,  as  belonging  to  the  yellow  spot. 
The  two  cameras  were  then  examined  with  the  ophthalmo- 
scope. 

The  first  gave  a perfectly  distinct  image  of  the  mirror  at 
its  bottom,  exactly  as  we  should  expect  to  see  it,  with  the  hole 
in  the  centre,  with  clearly-defined  edges;  but  in  the  second 
camera  the  hole  was  surrounded  by  a brilliant  circle,  corre- 
sponding exactly  to  the  limits  of  the  depression,  while  the  cen- 
tral portion  seemed  to  be  somewhat  in  shadow.  An  idea,  al- 
though a very  rough  one,  of  the  effect  can  be  formed  from  the 
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following  diagram,  in  wdiicli  A represents  the  camera,  in*  which 
the  mirror  had  been  left  in  its  natural  condition,  and  B the  one 
in  which  the  slight  central  depression  had  been  made. 


In  showing  this  exjDeriment  to  a confrere^  I was  told  tliat, 
striking  as  it  was,  it  could  not  embody  the  right  explanation 
of  the  affair,  inasmuch  as  there  was,  in  fact,  no  such  depres- 
sion of  the  entire  region  of  the  macula  as  I had  been  led  to 
suppose  from  Schultze’s  diagram  ; that  tlie  only  depression  in 
the  whole  surface  of  tlie  retina  was  confined  to  the  fovea  it- 
self; and  that  this,  as  was  self-evident,  was  entirely  too  small 
to  give  so  extensive  a reflex ; and,  finally,  that  Schultze’s 
figure  was  merely  a diagrammatic  representation  of  the  fovea 
very  much  enlarged. 

If  this  is  true,  then,  of  course  the  experiment,  and  with  it 
the  explanation,  falls  to  the  ground ; aifid  it  cannot  he  denied 
hut  that  Henle  distinctly  states  that  the  only  depression  in 
' the  wliole  surface  of  the  retina  is  just  at  the  fovea  centralis 
itself.  But  it  is  hy  no  means  so  certain  that  the  excavation 
pictured  hy  Schultze  is  meant  to  represent  only  that  of  the 
fovea,  or  that  it  is  an  exaggerated  and  diagrammatic  repre- 
sentation for  the  mere  purposes  of  explanation.  On  the  con- 
trary, he  states  distinctly  that  “ all  the  layers,  excepting  the 
rods  and  cones,  are  copied  exactly  from  a section  through  a 
normal  liuman  retina ; the  drawing,  as  here  represented,  shows 
tlie  macula  lutea  without  plica,  consequently  as  it  actually  is 
in  life^^  (loc.  cit.^  p.  109). 

Scliultze  has  given,  too,  the  scale  on  which  the  drawing 
was  made,  namely,  an  enlargement  of  one  hundred  and  ten 
times.  If  we  now  measure,  in  his  diagram,  the  extent  of  sur- 
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face  ori  tlie  retina  wliich  is  stained  yellow,  and  wliicli  it  is  to 
be  supposed  was  meant  to  represent  the  extent  of  the  region 
of  the  macula  lutea,  we  hnd  it  is  158  millimetres.  This,  re- 
duced to  the  normal  size,  would  give  for  the  measurement  of 
this  region  1.1  millimetre,  which  corresponds  to  the  average 
dimension,  as  determined  by  the  majority  of  observers.  Again, 
if  we  suppose  that  Schultze  meant  tlie  depression  to  be  con- 
hned  solely  to  the  fovea,  and  under  this  supposition  we  meas- 
ure the  distance  across  tlie  actual  mouth  of  the  cavity  as 
figured  in  the  diagram,  we  find  it  is  equal  to  110  millimetres, 
which,  reduced,  gives  an  actual  size  of  1.0  millimetre,  which 
is  five  or  six  times  as  large  as  it  is  in  the  normal  eye,  so  that 
it  is  not  possible  that  the  cup-shaped  depression  is  meant  to 
represent  nothing  but  the  fovea.  There  can,  indeed,  be  no 
doubt  but  that  Schultze  meant  to  give  in  his  picture  an  exact 
counterpart  of  this  region  of  the  retina  as  it  really  is  in  nature, 
and,  if  so,  there  is  no  reason  why  the  conditions  represented 
in  the  experiment  should  not  be  a sufficiently  exact  imitation 
of  those  in  the  actual  eye. 

It  must  be  conceded,  however,  that  Schultze’s  views  and 
Ilenle’s  are  diametrically  opposed.  Can  it  be  that  this  cup- 
like depression  varies  in  different  eyes,  both  as  to  extent  and 
depth,  so  that  in  some  it  shall  be  limited  to  the  fovea  alone, 
and  in  others  extend,  getting  shallower  as  it  goes,  even  up  to 
or  near  the  boundary-line  of  the  entire  macula?  This  would 
account  for  the  presence  of  the  ring  in  some  eyes,  and  its 
absence  in  others,  and  its  frequent  and  not  inconsiderable 
variation  when  present  in  size  and  shape. 

Bearing  in  mind  that  at  the  macula  lutea  the  nerve-fibre 
layer  ceases  to  exist  as  such,  and  that  the  nerve-fibres  make  a 
peculiar  bend  here,  it  occurred  to  me  that  a difference  in  level 
might  be  occasioned,  which,  varying  in  different  cases,  might 
still  be  sufficiently  marked  in  many  eyes  to  give  the  effect  in 
question. 

In  order  to  show  how  slight  an  inequality  in  surface 
would  produce  the  phenomenon,  and  to  determine  wdiether  it 
could  be  possibly  produced  by  the  above  condition,  the  follow- 
ing experiment  was  made  : 

A piece  of  thin  and  perfectly  pure  tin-foil,  such  as  den- 
tists use,  was  selected,  and  its  thickness  carefully  measured 
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under  the  microscope ; this  was  found  to  he  only  ^J-o 
English  line.  A flat,  circular  disk  of  plane  glass  was  then 
prepared.  A small,  circular  hole  was  next  cut  in  the  centre 
of  a piece  of  the  foil,  which  was  left  somewhat  larger  than 
the  disk  of  glass.  This  latter  was  then  covered  with  the  foil  by 
carefully  folding  the  surplus  quantity  over  the  edges  of  the  glass 
till  the  surface  of  the  foil  was  gradually  worked  perfectly 
tight  and  smooth,  so  as  to  give  Anally  much  the  appearance  of 
a flat,  thin  button,  covered  with  silver,  and  having  in  its  cen- 
tre a circular  hole,  through  which  the  glass  was  visible.  As 
the  thickness  of  the  foil  was  of  a line,  the  depth  of  the 
hole  in  the  centre  must  be  the  same. 

A second  piece  of  foil,  having,  however,  no  hole  in  its 
centre,  was  now  stretched  as  above,  over  the  first  covering, 
and  the  surface  was  then  gently  rubbed  till  the  upper  cover- 
ing had  moulded  itself  under  the  pressure  into  the  hole  in  tlie 
covering  beneath. 

Tlie  effect  of  this  was  to  give  a perfectly  smooth  surface, 
with  a very  slight  depression  in  the  centre.  The  depth  of 
this  depression,  even  if  it  was  equal  to  that  of  the  hole  itself 
before  the  second  covering  was  put  on,  could  not  be  more 
than  yi-g-  of  a line,  but  it  must  be  in  fact  much  less,  as  it  is 
evident  that  the  depth  must  decrease  with  each  covering. 
The  disk  was  then  fitted  to  a camera  and  observed  with  the 
ophthalmoscope  just  as  in  the  former  experiment,  and  with 
precisely  the  same  result.  The  glittering  ring,  marking  the 
boundary  of  the  depressed  region,  was  present  in  a marked 
degree,  and  showed  a very  striking  resemblance,  both  in  size 
and  appearance,  to  that  seen  in  the  actual  eye. 

We  have  taken,  it  must  be  borne  in  mind,  the  depth  of 
the  dei^ression  as  ^ ^ difference  in  level  which 

seems  almost  inappreciable,  and  which  is,  in  fact,  three  times 
less  than  the  thickness  of  the  single  layer  of  epithelial  cells 
between  the  retina  and  choroid.  hTow,  as  the  nerve-fibre 
layer  is,  at  the  distance  from  the  optic  disk,  corresponding  to 
that  of  the  macula,  of  a line  thick,^  we  should,  even  if  we 
took  the  lowest  estimate,  have  tissue  enough  in  the  thickness 

^ Eitter.  Wecker’s  Etudes,  t.  ii.,  premier  fascicule,  p.  51. 
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of  the  nerve-layer  alone  to  make  a depression  fourteen  times 
as  deep  as  that  which  produced  the  effect  in  the  phantom. 

And,  if  for  any  reason  whatever,  such  as  the  bending  or 
overlapping  of  some  of  the  fibres  as  they  enclosed  the  macu- 
la, and  the  ending  of  others  concentrically  around  it,  a differ- 
ence of  level  of  even  the  slightest  degree  was  formed,  then 
the  effect  miglit  be  produced  through  the  nerve-fibre  layer 
alone,  without  taking  into  consideration  the  thinning  of  the 
other  layers  of  the  retina  at  this  place. 

But  it  may  be  said  that  if  this  difference  of  level  did  ex- 
ist, it  ought,  however  slight  it  might  be,  to  be  seen  with  the 
microscope.  This  we  readily  admit  ouglit  to  be  the  case  if 
we  could  get  sections  of  the  part  as  it  really  exists  in  nature, 
but  it  must  be  borne  in  mind  that  it  is  almost  hopeless  to  do 
this,  on  account  of  the  distortion  of  the  part  by  the  formation 
of  the  so-called  plica  at  almost  the  very  moment  the  eye  is 
opened,  and  this  too,  letting  alone  the  drsturbance  of  the  tis- 
sue which  would  necessarily  follow  by  even  the  most  delicate 
manipulation,  and  letting  alone,  too,  the  minor  difficulty  of 
even  getting  a section  directly  through  this  region. 

It  must,  too,  be  admitted  that,  with  all  the  labor  and 
talent  which  have  been  expended  on  the  anatomy  of  the 
retina,  we  still  know  little  about  that  of  the  nerve-fibre 
layer  in  the  region  of  the  macula.  Under  these  circumstances 
may  not  the  ophthalmoscope  have  a voice  in  explaining  a 
phenomenon  which  is  in  strict  accordance  with  physical  laws, 
and  which,  outside  of  the  eye,  can  only  be  so  explained  ? 

How  far  the  peculiar  arrangement  of  the  anatomical  ele- 
ments of  the  different  layers  which  enter  into  the  construc- 
tion of  the  part,  and  which  go  to  make  this  inequality  of 
level,  contributes  to  tli(5  effect,  we  will  not  attempt  to  deter- 
mine; it  is  the  difference  of  level  itself  which  we  would 
insist  upon  as  the  essential  factor  in  the  production  of  the 
phenomenon. 

There  are  one  or  two  additional  points  which  go  to  prove 
that  the  effect  is  due  to  difference  of  level,  one  of  which  is 
the  fact  that  we  often  get  a reflex  of  precisely  the  same  char- 
acter along  the  v^essels  ; and  we  know  from  the  microscope 
that  these  often  project,  though  still  covered  with  the  nerve- 
fibres,  above  the  level  of  the  retina. 
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A second  argument  in  its  favor  is  the  peculiar  reflex  seen 
at  the  fovea  centralis,  with  the  upright  linage^  first  pointed 
out  by  Coccius,  and  the  usual  shape  of  which,  as  you  are 
aware,  is  that  of  a horseshoe,  which  changes  from  side  to 
side  according  to  the  movements  of  the  eye. 

Now,  we  know  that  the  fovea  is  described  by  most  anato- 
mists as  a narrow  fossa  with  pretty  sharply-descending  walls, 
and  the  shape  of  the  reflex  is  just  such  as  would  come  from  a 
narrow-mouthed  pit ; for,  while  one  side  was  turned  so  as  to 
catch  the  light  and  reflect  it,  the  other  edge  would  he  turned 
so  that  no  reflex  would  come  back  from  it,  consequently  we 
should  have  a crescent  or  half-moon-shaped  reflex,  changing 
its  position  as  it  really  does  with  every  movement  of  the  eye. 

The  reflex  of  the  fovea,  even  when  present,  is  not,  how- 
ever, always  of  a crescentic  shape,  for  it  sometimes  has  the 
appearance  as  if  it  were  only  the  segment  of  a small  circle 
which  was  illuminated,  or  as  if  the  fossa  were  a triangular  one, 
and  light  were  reflected  from  only  one  side  of  it,  in  which 
case  the  reflexion  streams  out  something  like  the  tail  of  a 
very  minute  comet ; again,  it  has  the  appearance  of  a deli- 
cate phantom-like  veil  stretched,  in  part,  or  entirely,  across 
the  fovea ; and,  then  again,  there  is  no  reflex  at  all,  and  the 
fovea  looks  like  a small  yellow  dot,  varying  in  size  and  shape, 
and  has  the  appearance  as  if  it  had  been  flecked  directly  on 
to  the  surface  of  the  retina  with  a brush. 

May  not  these  differences  in  effect  of  the  reflexion,  when 
present,  be  due  to  variations  in  anatomical  construction  of 
the  part,  and  principally  to  differences  in  shape  and  depth  of 
the  excavation  ; and,  when  the  reflex  is  absent,  may  not  its 
absence  be  due  to  the  want  of  any  difference  in  level  ? 

These  are  questions  which  the  anatomists  must  answer, 
but  one  thing  is  certain  : where  there  are  such  marked  varia- 
tions in  effect,  there  must  be  also  marked  variations  in  cause. 

In  regard  to  the  fact  which  Mauthner  emphasizes  as  so  cu- 
rious and  unaccountable,  that  we  only  get  the  halo  round 
the  macula  with  the  inverted  image,  and  never,  under  any 
circumstances,  with  the  upright,  I have  only  to  offer  in  ex- 
planation that  we  should  hear  in  mind  that  the  apparent 
diameter  of  the  region  of  tlie  yellow  spot,  under  the  enlarge- 
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ment  of  tlie  iipriglit  image,  would  be,  on  the  average,  about 
one  inch,  which  is  much  too  large  for  the  entire  circuit  to  be 
in  view  at  once ; and  furthermore  that,  do  what  we  will,  the 
illumination  with  the  upright  image  is  never  so  strong,  or  so 
concentrated  on  a small  surface,  as  with  the  inverted. 

But  I would  add,  while  admitting  Mauthner’s  state- 
ment as  almost  a law,  that  occasionally  I have  got  a distinct 
but  very  faint  segment  of  reflection  which  I could  make  play 
about  in  that  portion  of  the  retina  where  I imagined  the 
boundary  circle  of  the  yellow  S2'>ot  should  be. 


A SCHEME  TO  AID  IN  EXAMESTINO  AXD  EE- 
CORDINO  CASES  OF  EUXCTIOXAL  TROUBLE 
OF  THE  EYE.  Bj  Dr.  Henky  D.  Hoyes,  Hew  York. 

For  about  eight  months  I have  been  using  a printed  form 
in  keeping  records  of  cases  of  functional  troubles  of  the  eye. 
I found  such  a device  desirable,  to  insure  regularity  and  com- 
pleteness in  the  examination,  and  for  convenience  in  preserv- 
ing notes.  I have  been  able  to  put  my  records  in  a form  which 
admits  of  easy  reference  and  classification,  and  in  doing  this 
have  secured  the  minimum  expenditure  of  time. 

In  framing  a blank  for  this  purpose,  I have  included  only 
certain  classes  of  cases — viz.,  those  which  came  under  the 
designation  of  asthenopia,  using  the  word  in  its  widest  and 
former  significance.  I thus  include  errors  of  refraction  and 
of  accommodation,  and  muscular  disturbances. 

It  may  not  be  deemed  needful  in  every  patient  to  ascer- 
tain all  the  data  for  which  the  scheme  makes  provision ; and, 
on  the  other  hand,  there  may  be  many  noteworthy  facts  in 
addition  to  what  are  provided  for.  In  the  one  case,  certain 
items  in  the  scheme  will  be  left  vacant,  and,  in  the  other  case, 
the  filled-up  blank  may  be  used  as  j^art  of  a full  account  of  a 
case.  The  plan  has  commended  itself  to  . my  use  both  for 
utility  and  convenience,  and  I venture  to  explain  it  for  the 
benefit  of  any  who  may  choose  to  adopt  it,  or  may  find  it 
suggestive  of  some  more  perfect  form. 

I may  remark  that  I have  kept  notes  of  one  hundred  cases 
by  this  method. 
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Tlie  blank  form  ^ is  as  follows 
Diagnosis. 


-18.. 


M- 


.2  E. 


^ L. 


Accom.  = 

Eelative  A.  at in. 

= 

+ 

Adduct,  at. . . . 

. .in.  = ° : with  v.  d. 

at. 

. .in.  — , ° 

s 

“ with.. 

. .in.  = ° : with  v.  d.  and. 

.in.  - 

o 

m 

Abduct,  at 

. .in.  — ° : with 

. .at. 

..ft.  = 

“ with.. 

. .in.  — ° : with  v.  d.  and. 

.ft.  - 

Linear  deviation  at . . 

. .in.  = : at 

Ophthalmoscope. 

Ilistory  and  Treatment. 

The  explanation  of  the  above  is  as  follows : 

I put  the  diagnosis  at  the  top  to  serve  as  a title  for  refer- 
erence ; then  comes  the  date,  and  then  the  patient’s  name,  oc- 
cupation, age,  nativity,  and  I often  add  weight. 

The  first  inquiry  respects  the  state  of  refraction  in  each 
eye  singly,  the  letters  II  and  L standing  for  right  and  left, 
and  the  space  beyond  serving  to  record  the  number  of  the 
glass  needed  to  correct  distant  vision,  if  any  be  required. 
This  applies  to  astigmatism  as  well  as  to  other  errors.  The 
letter  Y designates  the  visual  acuteness  conferred  by  the  glass. 
I sometimes  find  the  sight,  with  both  eyes  together,  sensibly 
more  acute  than  with  one  alone,  and  indicate  it  after  the  word 
both.”  As  a sample  of  this  kind,  I quote  the  following: 

E.  = — 8 spherical — 48  cylind.  axis  155°  v = |# 

^ = 1^? 

L.-  = — 8 spherical — 48  cylind.  axis  155°  v = |^  ^ 

The  last  interrogation-mark  shows  that,  while  with  both 
eyes  vision  was  better  than  with  one,  the  difference  was  not 

^ The  actual  schedule  occupies  a larger  sheet  than  is  allowed  by  the 
size  of  this  page,  and  a copy  is  enclosed  for  trial ; more  may  be  obtained 
from  the  publishers. 
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equal  to  one  gradation  of  Snellen’s  test-type ; patient  could 
read  some  letters  of  Snellen  xx  at  20  feet,  but  not  all  of  them. 
A patient  who  needed  no  correcting-glass  would  be  marked 
E.  for  emmetropia.  If,  in  making  this  examination,  a solu- 
tion of  atropia  has  been  used,  the  letters  atr  may  be  put  into 
the  space. 

The  next  step  in  the  inquiry  relates  to  the  capacity  for 
near  vision,  in  other  words,  the  function  of  accommodation — 
which  is  indicated  by  an  abbreviation  of  the  word.  The 
relative  accommodation  may  also  be  subject  of  examination, 
and  the  blank  means  what  positive  and  negative  glasses  can 
be  worn  in  reading  Snellen  1|-  at  a certain  number  of  inches. 
Thus,  for  a given  case,  a patient  of  seventeen  years  old,  the 
record  stands : Accom.  ==  Eelative  A at  8 inches  — 

He  has  myopia  -3^^,  and  the  test  of  accommodation  is  for  both 
eyes  together. 

I take  up  next  in  order  the  function  of  the  muscles  of  the 
eyes— the  power  of  adduction  and  abduction — as  tested  by 
prisms. 

Beginning  with  adduction,  the  first  point  is,  what  is  the 
strongest  prism,  with  horizontal  axis  and  angle  inward,  which 
the  interiii  can  overcome,  the  test-object  being  at  a specified 
number  of  inches  distant?  The  next  line  below  provides  for 
a few  cases  in  which  a positive  or  negative  glass  may  be  re- 
quisite in  testing  the  adduction. 

On  the  right  half  of  the  line  may  be  recorded  wliat  hap- 
pens wlien  a prism  with  vertical  axis  causing  vertical  diplo- 
pia ” (v.  d.)  is  placed  before  one  eye  and  the  test-object  at  a 
specified  distance.  In  such  a case,  a patient  may  be  able  to 
overcome  a prism  with  its  angle  inward,  and  keep  the  two 
images  perpendicularly  over  each  other.  The  fact  and  the 
number  of  the  prism  are  stated  by  putting  down  the  number 
of  the  prism  with  tlie  positive  sign  -f  prefixed  to  it ; thus, 
adduction  with  v.  d.  (vertical  dq^lopia)  at  14  inches  = -f-  8°. 
If  unable  to  overcome  any  prism  with  vertical  diplopia,  but 
simply  preserving  equilibrium  of  the  muscles,  it  is  stated 
by  writing  = 0°.  But,  if  the  vertical  dij)lopia  is  likewise 
crossed  diplopia,  and,  to  bring  the  images  to  perpendicular- 
ity, requires  a prism  before  one  or  both  eyes,  with  its  angle 
outward,  this  fact  is  denoted  by  writing  = — 10°.  This 
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means  that,  for  the  distance  of  the  test  object,  there  is  a de- 
gree of  insufficiency  of  the  interni,  expressed  by  a prism  of 
10  degrees.  By  using  the  sign  -f-  to  express  positive  power, 
and  the  sign  — to  denote  defect  of  powder,  the  long  word  “ in- 
sufficiency ” may  be  avoided,  while  the  fact  can  be  clearly 
expressed.  Sometimes  positive  or  negative  glasses  may 
be  added  in  making  this  test,  and  that  the  line  beneath 
provides  for,  viz.,  adduction  wdth  v.  d.  and  ( — 12  or  -4-  16, 
for  instance)  at  12  indies  = — 6°,  which  means  that,  when 
these  glasses  are  worn,  there  appears  an  insufficient  adduction 
of  6 degrees. 

It  may  be  well  here  to  describe  the  w^ay  wdiich  I have 
found  most  convenient  for  making  these  examinations.  I 
have  liad  a light  frame  or  apparatus  of  wood  made,  whose 
plan  was  adopted  from  one  of  the  simple  forms  of  stereo- 
scope. If  one  of  tliese  stereoscopes,  which  carries  the  picture 
in  a transverse  bar,  sliding  up  and  down  a central  stem, 
should  be  supplied,  in  addition  to  its  prisms,  with  receptacles 
for  slipping  in  two  pairs  of  glasses,  tlie  thing  I use  in  ex- 
amining the  function  of  adduction  would  be  made.  The 
stem  on  which  the  test-object  slides  is  eighteen  inches  long, 
and  is  marked  off  in  inches  and  half-inches,  the  measurement 
being  from  the  face  of  the  patient.  There  are  slits,  or  pockets, 
for  two  pairs  of  glasses,  besides  the  prisms.  Two  2:>airs  of 
glasses  are  provided  for,  so  as  to  permit  the  use  of  a colored 
glass,  and  also  of  a positive  or  negative  glass.  The  prisms  are 
held  by  little  brass  catches,  and  easily  slip  in  and  out.  The 
whole  is  held  by  a knob  underneath  the’  stem.  I find  this 
frame  more  convenient  than  any  spectacle-frame.  It  is  avail- 
able for  testing  the  accommodation  as  well  as  the  muscular 
power  by  putting  on  the  sliding  bar  a card,  on  wdiich  type 
from  Snellen’s  book  has  been  pasted.  It  is  very  easy  to  slide 
this  up  and  down  the  stem  to  any  point,  and  the  distance  at 
wdiich  the  print  stands  from  the  eye  is  at  once  read  off  on  the 
scale.  The  test-object  for  adductive  power,  which  has  in  my 
practice  displaced  others,  is  a white  dot  and  line  painted  on  a 
black  card.  The  dot  and  line  are  of  this  form : 

I prefer  this  to  either  the  dot  alone  or  to  the 
dot  wdth  a line  both  above  and  below.  The 
line,  as  I make  it,  enables  a patient  to  tell  ® 
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whether  the  false  and  true  images  are  really  perpendicular ; 
by  having  it  only  on  one  side  and  short,  the  prism  being  10° 
or  12°,  the  images  are  always  apart  from  each  other,  and  the 
patient  is  not  tempted  to  put  forth  efforts  at  fusion  of  the 
images,  which  I have  noticed  to  occur  when  the  prolonged 
line  of  one  image  overlaps  the  other.  A white  image  on  a 
black  surface  is  more  conspicuous  than  black  on  white,  and, 
when  a red  glass  is  put  before  one  eye,  the  difference  in  the 
two  images  is  instantly  recognized.  A case  illustrating  the 
points  above  set  forth  as  to  the  adductive  power  is  the  fol- 
lowing : 

Mr.  C.  B.,  twenty-nine,  farmer.  Bed  Bank,  B.  J. : 

B.  -hl2  spherical— 48  cylind.  axis  70°  v=f-§-. 

L.  -fl2  sjDherical— 36  cylind.  axis  90°  v=|-g-. 

Adduct,  at  14  inches =36°  : with  v.  d.  at  14  inches =0°. 

Adduct,  at  14  inches  with  -f7=8°  : with  v.  d.  and  -fl2 
at  14  inches  =—4°. 

Adduct,  with  v.  d.  and  4-7  at  14  inches  = —16°. 

The  employment  of  convex  glasses,  which  neutralized  his 
hypermetropia,  elicited  a slight  amount  of  muscular  insuffi- 
ciency, which  remained  latent  to  trials  by  prisms  without 
‘glasses;  furthermore,  by  strengthening  the  glasses  so  as  to 
suspend  accommodation,  the  relaxation  of  muscular  energy 
became  still  more  remarkable.  In  treating  the  case,  glasses 
which  corrected  the  refractive  error  relieved  the  j)ain,  and 
have  been  satisfactory  for  six  months.  In  cases  of  myoj^ia 
and  muscular  insufficiency,  it  is  often  needful  to  learn  the 
state  of  adduction  with  concave  glasses  as  well  as  without 
them. 

Investigating  cibduction : the  first  inquiry  is  simply  its 
amount  at  the  usual  reading  distance  without  glasses,  then  its 
amount  with  glasses  at  the  same  distance.  The  next  is  ab- 
duction with  parallel  visual  lines,  that  is,  at  twenty  feet,  and 
after  this  at  the  same  distance  when  vertical  dij)lopia  is  pro- 
duced. These  inquiries  furnish  a full  exhibit  of  the  state  of 
adduction  and  abduction  from  which  to  draw  suitable  thera- 
peutic deductions. 

“ Linear  deviation  ” at  a short  distance — three  or  four 
inches — is  obtained  by  concealing  one  eye  while  the  other 
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fixes  on  an  object  at  tlie  given  distance  in  tlie  median  line, 
and,  after  removing  tlie  screen,  by  measuring  in  tlie  lower  lid 
the  number  of  lines  wdiicli  the  previously-covered  eye  has 
turned  away  from  the  proj^er  line  of  convergence.  If  the 
object  fixed  upon  be  at  some  feet  distance,  and  one  eye  devi- 
ates, the  case  becomes  one  of  actual  diverging  strabismus. 

In  the  above  schedule  I have  not  thought  it  worth  while 
to  consider  the  degree  to  which  each  e}^e  may  be  implicated 
in  the'  defect.  If  an  ojieration  is  to  be  performed,  each  eye 
must  be  tested,  so  that,  if  but  one  muscle  is  to  be  operated  on, 
the  proper  eye  may  be  selected  in  case  there  should  be  a 
choice.  Yery  often  it  is  of  little  moment  whicli  eye  should 
be  chosen. 

For  ophthalmoscopic  appearances  no  large  space  is  des- 
ignated, because  usually  there  is  not  much  to  be  described. 
Finally,  the  history  of  the  case,  other  symptoms,  and  the 
treatment,  may  be  recorded. 

I file  away  the  loose  sheets  in  pigeon-holes,  and,  when 
they  accumulate  inconveniently,  paste  them  into  a letter-file 
wdth  an  index. 

I do  not  pretend  to  submit  every  case  of  functional  trouble 
of  the  eye  to  the  minute  investigation  which  is  here  laid  out; 
such  labor  is  impracticable,  and  many  times  unnecessary. 
But,  when  a thorough  examination  is  to  be  given,  a pro2:>er 
method  is  observed,  and  full  notes  are  cpiickly  taken. 

73  Madison  Avenue. 


ON  THE  TABLES  GIVEN  BY  LOEING  AND 
KNAPP  TO  SHOW  THE  DISPLACEMENT  OF 
THE  EETINA  IN  AMETEOPIA.  By  Dr.  O.  F. 
Wadswoeth,  Boston,  Mass. 

In  a “ Eeport  on  Ophthalmology  for  1870,”  which  ap- 
peared in  the  New  York  Medical  Journal^  February,  1871, 
the  writer,  in  the  course  of  a notice  of  Knapp’s  paper,  ‘‘  The 
Influence  of  Spectacles  on  the  Optical  Constants  and  Visual 
Acuteness  of  the  Eye”  (Arch,  of  Ophthal.  and  Otology,  vol. 
i..  No.  2),  called  attention  to  an  apparent  discrepancy  between 
the  table  given  by  Knapp ' to  show  the  amount  of  displace- 
ment of  the  retina  in  given  degrees  of  ametropia,  and  a table 
which  had  been  given  by  Loring  for  the  same  purpose  {Amer- 
ican Journal  of  Medical  Sciences^  April,  1870,  p.  335). 

These  tables  may  be  of  practical  importance,  as  enabling 
us  to  determine  with  some  accuracy  the  amount  of  elevation 
or  depression  of  different  portions  of  the  fundus,  and  so  assist- 
ing us  in  diagnosis,  in  cases  of  intra-ocular  tumors,  for  instance. 
It  seemed  worth  while,  then,  to  determine  whether  any  real 
discrepancy  between  them  existed  or  not. 

Loring,  following  Mauthner  * in  the  use  of  a formula  given 
by  Helmholtz,^  shows  in  his  table  the  amount  of  displacement 
in  certain  degrees  of  ametropia.  Knapp,  using  another  for- 
mula given  by  Helmholtz,'^  shows  the  amount  of  displacement 
in  degrees  of  ametropia  which  are  corrected  by  a lens  of  a 
certain  number  of  inches  focal  distance  (positive  or  negative), 
placed  at  the  anterior  principal  focus  of  the  eye.  The  ante- 

' Loc.  cit.^  p.  391.  ^ Lelirbncli  der  Oplithalmoscopie,  pp.  67,  226,  227- 

® Hfindbucli  der  Physiologischen  Optik,  p.  54.  “ Loc.  p.  66. 
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rior  principal  focus  of  the  eye  being  20.29  mm.,  almost  exactly 
f",  in  front  of  the  second  nodal  point,  we  must  therefore  sub- 
tract f from  the  number  of  the  glasses  given  by  Knapp  to 
obtain  the  degrees  of  hypermetropia,  and  add  f to  obtain  the 
degrees  of  myopia  referred  to  in  his  table.  This  change  hav- 
ing been  made,  it  is  seen,  on  comparing  the  two  tables,  that  the 
degrees  of  hypermetropia  and  myopia  for  which  the  calcula- 
tions were  made  are,  except  in  one  instance,  different,  and  the 
amount  of  the  displacement  given  varies  not  more  than  this 
difference  might  perhaps  account  for,  if  botli  methods  of  cal- 
culation be  correct.  In  the  one  instance  in  which  the  dis- 
placement for  the  same  degree  of  ametropia  is  given  in  both 
tables ; viz.,  M.^,  the  tables  do  not  agree.  This  is,  however, 
not  the  fault  of  the  formulje.  Loring  gives  the  displacement 
as  8.G  mm.,  and  Knapp  as  8,26  mm.  There  is  here  an  error  in 
Knapp’s  table;  instead  of  8.26mm.,  it  should  be  8.12mm. 
This  still  gives  a slight  difference,  but  it  is  due  to  the  fact  that 
Manthner,  and  after  him  Loring,  estimated  degrees  of  M.  from 
the  first  nodal  point,  and  degrees  of  II.  from  the  second  nodal 
2>oint ; while  Kna])p  estimated  degrees  both  of  M.  and  II.  from 
the  second  nodal  point.  If  the  calculation  be  made  with  the 
formula  used  by  Loring,  estimating  the  M.  from  the  second 
nodal  point,  there  is  no  disagreement.^ 

Pursuing  the  investigation  still  further,  an  examination  of 
tlie  formiiloG  used  by  Knapp  and  Loring  shows  that  they  are 
convertible,  and  must,  therefore,  with  the  same  premises,  give 
the  same  results. 

Knapp,  by  means  of  the  formula — 

d-  , calculates  a t 

the  distance  of  the  retina  in  a given  eye  from  its  second  prin- 
cipal point. 

Loring,  from  the  formula — 

I ^ 

^ ~ I,  , calculates  Z2, 

the  distance  of  the  retina  in  a given  eye  from  its  second  prin- 
cipal focus. 

^ There  is  also  an  error  in  Loring’s  table.  The  displacement  for 
should  be  1.06  mm.,  instead  of  1.62  mm.  as  given. 
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Both  take  the  schematic  eye  of  Listing  as  a basis,  and  as- 
sume that  the  refractive  system  always  remains  the  same. 

the  distance  calculated  by  Loring,  is  equal  to  a t the 
distance  calculated  by  Knapp,  less  ^ the  second  focal  dis- 
tance of  the  eye.  Subtracting  ^^^from  both  terms  of  the 
formula  used  by  Knapp,  we  have — 


a „t„- 


(d -/„)<!>" 
d -<!>,-/„ 


d-<Pt-f„ 


U 


The  value  of  used  by  Loring  is 


i,  • 


denotes  the 


distance  at  which  the  image  of  the  retina  of  an  eye  formed  by 
its  refractive  system  stands  from  its  first  principal  focus.  On 
referring  to  the  definition  given  by  Llelmholtz  of  the  terms 
used  by  him,*  we  find  that  d denotes  the  distance  at  which 
the  corrective  lens  (the  lens  which  renders  rays  coming  from 
the  retina  parallel)  stands  from  the  first  principal  point  of  the 
eye.  The  image  of  the  retina  formed  by  the  refractive  system 
of  the  eye  is  the  posterior  focal  distance  of  the  corrective  lens 
(/*//)  behind  the  lens  ; and  the  first  principal  focus  of  the  eye 
is  its  anterior  focal  distance  (<^^)  in  front  of  its  first  principal 
point. 


Therefore  I ^ = d - ^ ^ and  a L/  ~ ^ 


d-  '<p-f 


^ Log.  cit.,  p.  56. 

^ We  consider,  as  Mautlmer  and  Knapp  liave  done,  that  the  second  prin- 
cipal point  of  the  lens  coincides  with  its  centre. 


YAEIETY  OF  FOEMS  OF  SMALL  PENCILS  OF 
ASTIGMATIC  EAYS.  By  Dr.  G.  Hay,  Boston. 


In  the  accompanying  diagram,  the  lines  O X,  O Y,  and  O Z, 
represent  three  rectangular  coordinate  axes.  The  lines  I and 
V represent  two  straight  lines  intersecting  O Z at  different  dis- 
tances from  O. 


It  is  possible  to  conceite  a small  of  rays  (straight 

lines),  such  that  O Z being  one  in  the  body  of  the  pencil,  or 
the  axis-ray,  each  ray  intersects  the  coordinate  plane  Y X,  and 
the  two  (focal)  lines  I and  Z',  not  only  when  these  are  perpen- 
dicular to  each  other  and  to  OZ,  hut  also  for  other  positions  of 
the  two  lines  (not  including,  however,  the  case  of  the  two 
being  in  one  plane ; they  being  supposed  to  intersect  O Z 
at  different  points). 

AYe  might  suppose  I and  V each  perpendicular  to  O Z,  hut 
not  so  to  each  other ; or  either  or  both  of  them  might  not  be 
perpendicular  to  O Z.  Also,  instead  of  one  of  them,  a curved 
line  might  he  substituted. 

The  above  appears  from  the  following  : Conceive  a plane 
to  pass  through  the  straight  line  I and  O Z,  so  that  both  these 
lie  in  the  plane.  Eotate  this  plane  a very  little  around  the 
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line  I as  an  axis  ; it  will  then  intersect  the  eoordinate  plane 
Y X in  a line  near  to  O.  This  line  of  intersection,  a certain 
point  of  V ^ and  the  line  I will  then  all  lie  in  one  plane.  Ac- 
cordingly, a straight  line  could  in  general  pass  from  any 
point  of  the  line  of  intersection  just  referred  to,  through  a 
certain  point  of  V and  some  point  of  1. 

By  rotating  the  plane  into  other  positions  q^uite  near  to 
the  first,  we  see  that  in  general,  from  any  point  in  the  coor- 
dinate plane  YX  and  near  to  O,  a straight  line  could  pass 
which  would  intersect  both  V and  and  also  be  quite  near  to 
O Z. 

It  is  interesting  to  compare  this  conceivable  variety  of 
astigmatic  pencils  with  the  analysis  given  by  Knapp.  (See 
A.  f.  b.,  1862.) 

This  method  contemplates  the  points  in  which  each  ray 
intersects  different  planes  perpendicular  to  the  axis  of  the 
pencil.  The  axis  of  the  pencil  is  taken  as  the  coordinate 
axis  O Z.  The  pencil  is  supposed  infinitely  small.  The  direc- 
tion of  each  ray  is  supposed  subject  to  a certain  law,  ex- 
pressed by  the  following  equations  : 

xi  ==  Axo  -f  Bjo 
= Cxo  + Byo 

In  these  equations  and  y^  are  the  coordinates  of  the 
point  of  intersection  of  a ray  with  the  coordinate  plane  X Y ; 
x^  and  y^  are  the  coordinates  of  the  point  in  which  the  same 
ray  intersects  a plane  perpendicular  to  the  axis  and  at  the 
distance  z,  (=1)  from  the  origin.  A,  B,  C,  and  D,  are  con- 
stants for  any  particular  case.  As  the  pencil  is  supposed  in- 
finitely small,  any  higher  powers  of  x„  and  y„,  that  might 
occur  in  the  development  of  and  y^,  are  neglected. 

As  these  equations  [1]  suppose  that  a ray  which  passes 
through  the  point  (x^,  y„,  0)  also  passes  through  the  point 
(Xj,  y„  1),  and  as  for  any  particular  x„  and  y„  the  x^  and  y^ 
might  each,  according  to  the  equations,  be  different  for  dif- 
ferent values  of  the  A,  B,  C,  and  D,  we  should  expect  that  a 
great  variety  of  pencils  might  be  represented  by  these  equa- 
tions, and  we  have  seen  above  that  such  variety  is  geometri- 
cally conceivable. 
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Assuming  the  equations  [1],  and  introducing  certain  limi- 
tations by  putting  B = 0,  and  C = 0,  it  follows  that  each 
ray  of  tlie  infinitely  small  pencil  intersects  two  straight  lines 
{I  and  r of  the  figure)  perpendicular  to  each  other  and  to  the 
axis;  one  of  them  in  the  coordinate  plane  Y Z,  and  the  other 
in  the  coordinate  plane  X Z.  This  form  of  pencil  may,  for 
convenience,  he  called  the  typical  form. 

The  conditions  B = 0,  and  C = 0,  limit  the  form  of  the 
pencil  somewliat,  making  it  like  a pencil  of  normals  to  a con- 
tinuous curved  surface ; since,  with  these  conditions,  all  the 
rays  of  the  infinitely  small  pencil,  which  intersect  the  coor- 
dinate axis  X,  would  lie  in  the  coordinate  plane  X Z,  and  all  the 
rays  which  intersect  the  coordinate  axis  Y would  lie  jn  the 
coordinate  plane  Y Z.  (For  this  and  the  preceding  paragraph, 
see  Knapp’s  Archives,  vol.  ii.,  Xo.  1,  pp.  82-85.) 

The  form  called  above  the  typical  one  is  also,  at  least 
approximately,  the  form  of  an  infinitely  pe7icil  of  nor- 
mals to  a continuous  curved  surface ; and  this  latter  (pencil 
of  normals)  is  the  form  wdiich  an  infinitely  small  pencil  of 
originally  homocentric  light  has  after  refraction  at  one  or 
more  continuous  curved  surfaces.  {See  Helmholtz,  Physi- 
olog.  Optik.,”  pp.  2d3-2dT.) 

The  general  equations  [1]  would  be  applicable  to  other 
forms  of  pencils  of  straight  lines  besides  the  typical  one. 

The  conclusions  arrived  at  liy  means  of  the  formulce  given 
by  Knapp,  that  there  may  be  two  focal  lines  each  perpendicu- 
lar to  the  axis^  are  subject  to  certain  conditions : 

1.  The  algebraic  expressions  for  the  distances  of  these 
focal  lines  from  the  origin  must  have  real  values,  and  not  be 
imaginary. 

2.  The  equations  [1]  must  exactly  represent  the  jiencil. 

These  required  conditions  do  not  always  exist ; for,  we 

have  seen  above,  that  cases  are  conceivable  in  wdiich  one  or 
both  of  the  focal  lines  are  not  perpendicular  to  the  axis. 


THE  EETINA  AN  ASYMMETEIGAL  SUEFACE.  By 
Dr.  Eussell  Murdoch,  Baltimore,  Md. 

Any  one,  carefully  reviewing  the  accepted  theory  of  the 
corneal  seat  and  asymmetrical  cause  of  astigmatism,  must  feel 
how  very  inadequate  such  an  explanation  is  to  account  for 
all  its  varieties,  as  well  as  for  all  the  varied  phenomena  of 
those  varieties.  The  incongruity  of  perfectly  non-astigmatic 
vision  with  the  normal  asymmetrical  cornea  is  in  like  manner 
unsatisfactory.  A factor  is  evidently  missing  in  both  these 
propositions;  we  believe  the  same  one  in  both. 

The  large  majority  of  asymmetrical  corneas  found  in  the 
examination  of  the  anterior  surface  of  that  structure  with  the 
ophthalmometer,  and  by  dilierent  observers,  justifies  the  state- 
ments that,  as  a rule,  its  form  is  that  of  “ the  top  section  of  an 
ellipsoid  with  three  unequal  axes,”  and  that  it  has  its  two  me- 
ridia,  the  vertical  and  horizontal ; the  more  convex  of  which 
is  the  vertical.”  From  similar  numerical  evidence  w^e  infer 
that  astigmatism,  with  all  its  varieties,  is  the  result  of  a varia- 
tion in  the  curvature  of  those  two  meridia ; thus,  from  this 
one  phenomenon  two  distinct  results  ensue  of  a totally  oppo- 
site character,  viz.,  emmetropia,  the  most  perfect  vision,  and 
astigmatism,  a form  of  ametropia.  We  propose  to  show  that, 
without  a modification  of  the  accepted  asymmetrical  shape 
of  the  cornea,  these  two  propositions  can  be  harmonized,  by 
showing  that  a surface  which  is  capable  of  compensating  for 
the  corneal  asymmetry  will  not  interfere  with  the  known 
phenomenon  of  astigmatism,  but  will  even  supply  the  missing 
factor  in  the  tables  where  the  asymmetry  and  astigmatism 
are  compared. 
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The  factor  we  are  in  search  of  is  not  tlie  lens,  for  the  fol- 
lowing reasons  : first,  the  asyininetry  is  not  descrihed  as  exist- 
ing in  the  lens  in  the  normal  eye  ; and  even  when  it  is  present 
in  the  abnormal  eye,  and  has  been  measured,  it  is  of  the 
irregular  sort;  and,  second,  Javal  has  proved  that  tlie  lenticu- 
lar surface  is  incapable  of  answering  the  requirements  of  a 
case  of  regular  astigmatism,  whence,  we  argue  a fortiori^ 
still  less  so  as  a correctiv^e  surface  in  emmetropia.  The  argu- 
ment need  not  be  repeated  here  ; it  is  familiar  to  all.  The 
other  dioptric  surfaces  are  all  those  of  rotation  ; and  an 
asymmetry  capable  of  correcting  that  of  the  cornea  would  not 
have  escaped  notice,  because,  from  their  nature,  having  but 
comparatively  slight  indices  of  refraction,  these  surfaces  would 
then  have  to  be  pronouncedly  asymmetrical. 

On  examining  the  retina  closely,  it  will  be  found  that  its 
internal  surface  is  an  asymmetrical  one,  similar  and  0]>posed 
to  that  of  the  cornea:  a concavity  where  the  other  is  convex. 
And  here  attention  must  be  called  to  the  stationary  nature  of 
this  surface,  which,  therefore,  is  not  open  to  the  objection 
urged  in  reference  to  the  lens;  and  also  to  its  equal  impor- 
tance, as  a factor,  with  that  of  the  cornea,  because  situate^l  at 
the  opposite  pole.  Looking  at  the  structure  of  the  retina,  we 
discover  the  optic  nerve  entering  eccentrically  and  sending 
its  fibres  through  the  retina  in  a horizontal  direction,  and  by 
two  bundles,  which,  on  separating,  leave  a horizontal  sulcus. 
It  is  plain  that  these  optic  nerve-fibres  must  cause  an  en- 
croachment on  the  vertical  meridian  of  the  ball. 

It  is  hardly  required  of  us  to  prove  that  the  inner  surface 
is  the  one  which  is  rendered  asymmetrical  by  the  optic  nerve- 
fibres,  since  it  is  universally  conceded  that  the  external  layer 
is  spherical.  The  conclusion  that  this  surface  is  asymmet- 
rical gathers  weight,  when  we  consider  the  function  and 
notice  the  unequal  distribution  and  irregular  lengths  of  the 
nerve-fibres  of  Muller:  they  connect  the  inner  and  outer  sur- 
faces of  the  retina,  are  absent  when  the  nerve-fibres  are  ab- 
sent, or  where  the  surfaces,  as  it  were,  come  together,  and 
are  in  greatest  number  and  length  where  the  nerve-fibres 
are  thickest.  The  link  supplied  by  Muller’s  fibres  is  all  that 
is  wanting  to  convey  a non-astigmatic  image  (formed  on  the 
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compensating  inner  surface  of  tlie  retina,  and  formed  there 
by  virtue  of  its  corresponding  asymmetry  to  that  of  the  cor- 
nea) to  the  spherical  layer  of  rods  and  cones.  It  would  be 
easy,  but  is  not  necessary  in  this  presence,  to  show  that  the 
retina  is  the  first  to  depart  from  the  sphere,  and  that  the 
cornea  is  a mechanical  contrivance,  a sphere  and  cylinder 
combined,  to  correct  the  effects  of  its  aberration  : its  greater 
relative  functional  importance  is  a sufficient  argument.  What 
we  have  undertaken  to  show  is,  that  the  surface  which  cor- 
rects the  asymmetry  of  the  cornea  and  produces  emmetropic 
vision  will  aid  in  explaining  many  phenomena  of  astigma- 
tism. The  first  is  that,  where  the  asymmetry  at  the  anterior 
pole  has  been  measured  and  compared  with  the  total  astig- 
matism, they  did  not  agree ; a factor,  and  by  no  means  a uni- 
form one,  was  found  to  be  wanting;  such  a one  as  would  be 
supplied  by  a varying  asymmetrical  surface  corresponding  to 
the  cornea  itself.  Again,  it  is  a singular  fact  that,  although  we 
now  know  that  the  ametropias  are  produced  by  a change  of 
position  in  the  posterior  pole  of  the  eye,  and  although  we  know 
there  is  a peculiar  and  intimate  connection  between  different 
varieties  of  the  ametropias  and  astigmatism,  yet  nothing  has 
been  as  yet  advanced  to  explain  the  connection.  To  be  more 
explicit,  the  smaller  amounts  of  ametropia  are,  as  a rule,  com- 
plicated witli  astigmatism  ; while,  with  the  greater,  such  is  not 
the  rule.  An  explanation  for  these  phenomena,  we  think,  is  to 
be  found  short  of  the  poles  : we  believe  the  same  surface  pro- 
duces both  ; not  always,  nor  necessarily  to  the  entire  amount 
in  any  given  case  ; but  the  above  connection,  which  has  been 
dignified  as  the  rule,  can  only  meet  with  an  adequate  expla- 
nation when  the  two,  astigmatism  and  ametropia,  have  their 
origin  in  the  same  surface  and  are  produced  by  the  same 
cause. 

There  are  six  varieties  of  astii^matism,  four  of  which  can 
be  explained  without  supposing  a change  of  curve;  merely 
supposing  a change  in  position  of  the  posterior  pole.  How, 
by  this  hypothesis,  emmetropia  with  non-astigmatic  vision 
exists  when  the  two  asymmetrical  surfaces  are  at  focal  dis- 
tances. But  suppose  the  retina  is  separated,  so  that  tlie  ver- 
tical meridian  occupies  the  place  of  the  horizontal  one,  this 
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latter  is  entirely  out  of  focus,  and  we  have  produced  the  first 
Am.  A little  further  extension  of  the  hall,  and  we  have 
M + Am.  The  other  two  may  he  produced  in  like  manner 
hy  an  approach  of  the  retina  to  the  cornea ; first  Ah  and  then 
H + Ah.  It  is  worthy  of  remark  that  this  hypothesis  pre- 
sumes tlie  most  distinct  meridian  to  he  the  rule  in  all  these 
cases,  and  departure  from  rule  to  he  due  to  an  exceptional 
cause.  Our  hypothesis  does  not  ignore  variation  in  the  me- 
ridia,  hut  makes  it  of  secondary  importance,  and  presumes 
that  the  variation  of  these  is  less  in  any  given  case,  because 
two  meridia  are  added  together.  • 

There  are  two  other  classes  with  their  varieties — the 
mixed  astigmatisms,  M + Ah,  and  II  -f  Am.  With,  how- 
ever, two  surfaces  to  account  for  these  mixed  astigmatisms, 
a certain  amount  of  corneal  curvature  without  deformity  is 
presuniahle  ; hut  not  so  if  it  all  is  produced  at  the  anterior 
pole.  A natural  division  of  the  astigmatisms  is  made  hy 
some : those  having  a general  cause  and  connected  with  a 
facial  distortion,  and  those  confined  to  the  eye.  Possibly  it 
will  he  found  that  the  former  are  more  intimately  connected 
with  the  change  of  the  retinal  ])lane,  as  occurs  in  the  ametro- 
pias, wdiile  the  others  have  the  variation  of  curves  in  one  or 
both  poles  of  the  ey6,  as  their  most  important  factor. 

Without  enlarging — and  these  remarks  are  capable  of 
greater  extension — we  turn  to  some  phenomena  that  admit  of 
no  other  explanation  than  a purely  retinal  seat.  Sometimes 
in  testing  astigmatism  two  equally  defined  and  very  distinct 
lines  are  seen  (we  do  not  now  refer  to  cases  where  there  is  hut 
one  meridian);  these  the  corneal  surface  alone  cannot  possi- 
bly produce,  and,  moreover,  the  lens  is  excluded  because  they 
continue  during  accommodation.  We  believe  that,  of  these 
two  lines,  the  one  in  rule,  i.  e.,  either  the  vertical  or  horizontal 
one,  as  the  case  may  he,  is  due  to  the  cornea,  while  the  other, 
the  slanting  one,  is  produced  hy  the  retina.  This  phenome- 
non of  orientation  of  a meridian  occurs  generally  in  slight 
ametropias,  and,  consequently,  in  looking  for  a cause,  that  fact 
must  he  held  in  view.  In  slight  ametro^^ias,  whether  II  or 
M,  the  plane  of  the  retina  is  on  a level  wdth  the  optic  papilla, 
hut  with  the  more  extensive  ones  the  plane  of  the  retina  at 
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the  macula  is  far  removed.  This  answers  as  nothing  else 
does  ; and  we  offer  therefore  the  following  explanation  of  the 
process  occurring  in  the  departures  of  the  eyeball  from  the 
normal : The  retina  revolves  in  its  plane  around  the  eccentric 
optic  nerve  as  a pivot,  and  consequently  a meridian  in  focus 
does  not  remain  either  vertical  or  horizontal,  but  tilts. 

An  evanescent  astigmatism,  noticed  by  Dr.  E.  G.  Loring, 
must  have  its  seat  solely  at  the  back  of  the  eye,  because  it 
occurs  during  diseases  of  the  retina  and  choroid,  and  disap- 
pears when  the  disease  passes  away. 

It  is  well  known  that  all  explanations  which  have  des- 
ignated the  cornea  as  the  seat  of  the  astigmatism  connected 
with  strabismus,  which  passes  away  with  the  removal  of  the 
defect,  have  signally  failed,  because  any  explanation  must 
consider  that  they  are  in  rule.  We  do  not  claim  originality 
in  considering  them  as  produced  at  the  posterior  pole,  but  we 
offer  an  explanation  which  we  think  has  not  before  appeared, 
and  has  the  advantage  of  an  agreement  with  rule.  For 
example,  in  internal  strabismus,  the  internal  muscle,  pulling 
the  cornea  inward,  stretches  the  external  muscle  which  hugs 
the  whole  of  the  outside  of  the  eye ; the  optic  nerve,  rigid 
and  unyielding  on  the  other  side,  forms  at  the  posterior  pole 
a vertical  sulcus ; and  a vertical  sulcus  behind  corresponds 
with  a short  vertical  meridian  in  front,  i.  e.,  a meridian  in  rule. 

It  may  be  urged  that,  in  any  case,  if  the  ophthalmometer 
shows  that  a spherical  cornea  is  connected  with  non-astigmatic 
vision,  our  hypothesis  is  overturned.  We  reply,  not  so,  un- 
less enough  spherical  corneas  are  found  to  prove  it  the  rule ; 
as  an  exceptional  cornea  may  very  naturally  be  connected 
with  an  abnormal  retina. 

Note  A. — An  asymmetry  of  the  cornea  amounting  to  cyl.  lens 
would  only  require  an  advance  of  .158  mm.  of  the  vertical  meridian  of 
retina  to  produce  E. 

Note  B. — A species  of  orientation  in  which  tlie  optic  nerve  revolves 
around  the  macula,  instead  of  the  macula  around  the  nerve,  can  be  seen 
by  comparing  the  eyes  of  the  sheep,  cat,  and  man.  This  revolution  is,  more- 
over, connected  in  the  two  first-named  animals  with  the  well-known 
change  of  direction  of  the  stenopacic  pupils,  while  in  man,  where  the  optic 
papilla  holds  an  intermediate  position,  the  pupil  is  round ; but  the  cornea, 
as  I think  I have  shown,  accomplishes  by  its  asymmetrical  nature  the  same 
connective  agency,  but  with  a better  cosmetic  effect. 
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LETTEK  FEOM  DE.  O.  HAT,  OF  BOSTON. 

In  conformity  -with  tlic  vote  of  the  Ophthalmological  Society,  I beg 
leave  to  send  to  you  tlie  following,  which  I also  send  to  Dr.  Murdoch. 

AYhat  I objected  to  was  the  view  that  an  astigmatism,  caused  by  an 
asymmetrical  cornea,  could  be  corrected  by  an  asymmetrical  retina. 

According  to  my  notion  of  the  matter,  if  an  astigmatism  existed  in  con- 
sequence of  an  asymmetry  of  the  cornea,  then  a pencil  of  rays  proceeding 
from  a single  gwint  of  the  object,  say  the  point  looked  at,  Avould,  when 
arrived  in  the  vitreous,  be  an  astigmatic  pencil. 

From  such  an  astigmatic  pencil,  which  has  no  point-focus,  the  retina 
could  not  receive  a point-impression,  but  only  an  impression  extending 
over  a certain  surface,  or  a linear-shaped  impression;  and  this,  although 
the  pencil  proceeded  from  a single  point  of  the  object. 

This  being  the  case,  even  if  the  retina  became  asymmetrical,  it  could 
not  reduce  to  a point-impression  the  surface-impression  or  line-impression 
made  by  the  astigmatic  i)encil,  that  is,  it  could  not  correct  the  astigmatism. 
The  impression  on  the  retina  would  not  be  materially  altered  by  the  pro- 
posed change  of  shape  of  the  retina. 

This  is  the  essence  of  what  I intended  to  say  at  the  meeting. 

A^ery  respectfully,  G.  Hat. 

Dr.  Noyes,  Secretary  American  Ophthalmological  Society. 


DE.  MUEDOCir  TO  DE.  HAY. 

Deae  Dootoe:  In  reply  to  your  much-esteemed  favor  of  the  27th  ult., 
I beg  to  say  that  we  do  not  dilfer  in  that  “ a pencil  of  rays  proceeding 
from  a single  point  of  the  object,  say  the  point  looked  at,  would,  when 
arrived  in  the  vitreous,  be  an  astigmatic  pencil.”  Yet  I cannot  see  that 
my  position  is  altered  by  limiting  the  extent  of  surface,  as  you  propose,  for 
we  are  dealing  with  a pencil  in  either  case,  and,  as  long  as  we  are  so  obliged^ 
to  do,  we  obtain  extension  in  two  directions,  and  consequently  have  neither 
point  nor  line. 

The  most  important  position  is  your  second,  and  there  I entirely  dis- 
sent from  you,  because  a linear-shaped  impression  can  only  be  formed  by  a 
purely  cylindrical  surface,  and  the  cornea  is  a combination  of  sphere  and 
cylinder,  the  former  in  much  greater  proportion  (an  asymmetrical  cornea, 
you  will  grant  me,  differs  from  our  sphero-cylindrical  combinations  only 
in  having  them  both  on  one  surface).  Now,  as,  in  the  perfect  camera,  we 
oppose  a convex  sphere  with  a concave,  and  thereby  correct  spherical  ab- 
erration, so  I conceive  that  an  analogous  correction  is  effected  in  the  eye 
by  the  opposition  of  a concave  cylindrical  element  to  the  convex. 

I am,  etc.,  Etjssell  Muedoch. 


DE.  HAY  TO  DE.  MUEDOCH. 

Deae  Doctoe  : I beg  leave  to  acknowledge  the  favor  of  yours  of  the 
3d  ult.  It  is  rather  difficult  to  compare  views  by  writing,  but  I should 
like  to  add  a few  words  in  explanation  of  my  first  note. 
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In  the  first  place  ; I took  np  the  case  of  a single  pencil  from  a single 
point,  thinking  in  that  way  to  simplify  the  matter,  because  what  we  have 
to  deal  with  is,  I suppose,  a collection  of  such  pencils;  one  from  each 
point  of  the  object.  And  my  idea  was,  that,  if  a proposed  remedy  would 
not  correct  a single  astigmatic  pencil,  the  same  remedy  would  not  correct 
a collection  of  such  pencils. 

Again:  You  write,  a “linear-shaped  impression  can  only  be  formed 
by  a purely  cylindrical  surface,  and  the  cornea  is  a combination  of  sphere 
and  cylinder,”  etc.  If  we  combine  a plano-convex  lens  about  f,  with  a 
simple  concave  cylindrical  — putting  the  two  plane  surfaces  together,  and 
placing  the  combination  at  about  eight  feet  from  an  Argand  gas-burner, 
burning  rather  low,  we  can  get  a linear-shaped  illumination  on  a card 
placed  at  right  angles  to  the  course  of  the  rays  of  light,  the  lenses  being 
also  similarly  placed. 

At  one  distance  of  the  (white)  card  from  the  lenses  we  get  a linear  illu- 
mination in  one  direction  ; and  at  another  distance  of  the  card,  a linear 
illumination  at  right  angles  to  the  first. 

The  linear  character  of  the  illumination  may  be  made  more  marked,  as 
follows:  Let  the  liglit  burn  higher;  put  a screen  before  it,  with  a small 
hole,  about  1^-  or  2 lines  in  diameter,  placed  opposite  the  brightest  part  of 
the  flame;  bring  up  the  lenses  to  about  four  feet  from  the  light. 

I think  the  experiment  is  quite  d propos  to  the  question  at  issue.  I 
shall  be  glad  to  know  how  it  appears  to  you.  Yours,  etc.  G.  Hat. 

DE.  MUEDOCn  TO  DE.  HAY. 

Deae  Doctoe:  Tiie  combination  you  suggest  is  equivalent  to  two  cy- 
lindrical lenses  of  unequal  foci  (i  f C i -h  ^ d C nearly)  at  right  angles  to 

each  other. 

The  foci  appear  straight,  because  they  fall  on  a plane  surface,  and  are 
''seen  en  face  ; but  are  arched,  both  in  the  direction  of  their  long  and  short 
diameters:  thus  v-/. 

I do  not  think  that  the  experiment  is  appropriate,  nor  can  I in  its  place 
suggest  a spectral  one,  on  account  of  the  impossibility  of  grinding  an  asym- 
metrical surface  which  can  oppose  such  a combination  as  that  of  the  nor- 
mal cornea.  I can  only  suggest  a subjective  experiment,  which  to  my 
mind  is  equally  convincing:  please  make  yourself  slightly  As.,  say  Am. 
by  eyk,  and  observe  either  Green’s  test-plates,  or  a eandle-flame,  p»laeed 
at  20',  and  ask  yourself  what  surface  \\\W  passively  correct  the  As.  Will 
it  not  be  a similar  one  in  kind  to  that  which  would  actively  correct  the 
astigmatic  rays  before  they  enter  the  vitreous?  To  mo  the  impression  is 
that  of  an  undulating  surface,  requiring  an  undulating  or  cylindrical  sur- 
face to  produce  a uniformly  distinct  image,  etc. 

Yours,  etc.  Eussell  Muedocit. 


AN  ADDITIONAL  METHOD  FOR  THE  DETERMI- 
NATION OF  ASTIGMATISM.  By  Dr.  George 
Strawbridge,  of  Philadelphia. 

I TnixK  it  will  be  readily  admitted  that  a simple,  quick 
method  for  the  determination  of  astigmatism  is  something 
very  much  to  be  wished  for,  but  as  yet  not  readied  ; and,  with 
this  end  in  view,  I submit  the  following  method,  based  on  an 
experiment  described  in  ‘Hlelmholtz’s  Optics,”  page  107,  to 
wit : 

“ If  the  light  from  a gas-lamp,  or  from  the  sky,  be  allowed 
to  pass  through  a small  round  opening  in  a screen,  such  alight 
will  appear,  to  an  eye  not  exactly  accommodated  for  it,  as  a 
star,  with  light  radiation  proceeding  from  it  in  various  direc- 
tions ; now,  if  a diaphragm  is  pushed  slowly  from  the  side  so 
as  to  pass  gradually  in  front  of  the  eye,  it  will  be  observed 
that  this  ‘ light  figure’  begins  to  be  shaded^  and  on  the  same 
side  f rom  which  the  diaphragm  loas  moved ^ if  the  object  is* 
farther  removed  than  the  point  for  which  the  eye  is  accommo- 
dated^ but  from  the  opposite  side,  if  the  object  is  nearer  than 
the  point  for  which  the  eye  is  accommodated.” 

The  reason  of  this  will  be  readily  seen  by  examination  of 
the  figure  on  the  following  page. 

Rays  of  light  proceeding  from  point  a,  after  passing 
through  lens  5,  will  unite  at  point  (7,  and  on  the  retina  E E' 
a sharp  image  of  the  object  will  be  thrown.  But,  suppose  the 
eye  to  be  hypermetropic,  and  the  retina  to  be  at  TI  then, 
instead  of  a sharp  image,  circles  of  dispersion  will  be  formed 
of  a diameter  represented  hy  p q.  If  in  this  circle  we  in- 
dividualize the  two  points,  p which  are  met  by  the  light 
proceeding  from  a,  as  a result,  the  individual,  under  these  cir- 
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a,  Light-point  in  space  ; 5,  Refractive  media  of  eyeball ; (7,  Focus  of  lens,  b ; EE',  Posi- 
tion of  retina  in  emmetropic  eye ; HU',  Position  of  retina  in  hypermetropic  eye; 
M M',  Position  of  retina  in  myopic  eye. 


cumstancGS,  will  consider  that  the  upper  pointy  in  the  retina  I 

represents  the  image  of  an  object  situated  in  the  field  of  vision  I 

below  the  real  light-point  a (as  P in  diagram),  and  the  lower  ; 

point  of  an  object  above  the  real  light-point  (as  Q in  dia- 
gram); following  the  rule  that  images  on  the  retina  are  in- 
verted, and  a lower-situated  object  corresponds  to  a higher- 
situated  image  on  the  retina. 

h^ow,  it  will  he  readily  understood  that,  by  cutting  ofi*  the  ' 

rays  of  light  as  in  the  section  S S'  by  a diaphragm,  if  the 
eye  is  hypermetropic^  the  semicircle  of  light-dispersion, 
on  the  retina  II  IF ^ will  be  intercepted ; while,  if  the  eye  is 
myopic^  the  semicircle  of  light-dispersion,  1 1'  on  retina  M J/', 
will  be  intercepted,  and  to  the  observer  the  effect  will  be,  if  ' 

hypermetropia  exist,  that  the  lower  halt  of  the  light-circle  at  ,• 

a will  first  vanish;  while,  if  myopia  exist,  the  upper  half  of  i 

the  light-circle  will  first  disappear  as  a consequence  of  the  ] 

position  of  the  images  on  the  retina.  ’ 

With  these  preliminary  remarks,  I proceed  to  describe  the 
method  of  examination  : j 

In  the  centre  of  a Bristol-hoard,  a round  aperture  of  thir-  ■ 

teen  millimetres  diameter  is  cut,  and  at  a distance  from  the  r 

aperture  of  six  centimetres  radiate  bars,  cut  in  the  Bristol-  i 

hoard,  having  a length  of  nine  centimetres,  and  width  of  five  t 
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millimetres,  and  forming  an  angle  witli  each  other  of  ten  de- 
grees. Over  this  figure,  white  ganze  paper  is  passed,  and  a 
lamp,  placed  behind,  illnminates  it  in  its  entire  extent. 

The  patient  is  placed  at  a distance  of  twenty  feet  from  the 
figure,  and  requested  to  observe  the  round  central  opening, 
and  to  notice  in  what,  direction  it  is  most  elongated.  This  is 
readily  determined  by  observing  to  which  of  the  bars  in  the 
figure  the  light-prolongation  most  closely  corresponds  in 
its  direction,  and  the  result  will  be  controlled,  as  to  its  ac- 
curacy, by  also  finding  which  of  the  bars  are  most  distinctly 
seen.  For  example,  in  a case  of  myopic  astigmatism  in  the 
vertical  meridian,  it  would  be  found  that  the  light-elongation 
would  be  upward  and  downward,  and  at  the  same  time  the 
vertical  bar  would  be  most  distinctly  seen. 

By  this  procedure  the  direction  of  the  meridian  is  dis- 
covered. The  next  step  is  to  determine  the  refraction  of 
the  meridian. 

To  this  end  a diaphragm  is  adv^anced  in  the  direction  of 
the  greatest  elongation  of  the  round  light  (suppose  it  to  be 
vertical,  and  that  the  diaphragm  moves  from  above  down- 
Avard),  and  the  patient  is  requested  to  notice  Avhether  the 
upper  halFof  the  round  light  first  disappears  or  the  loAver 
lialf,  as  the  diaphragm  moves  doAvnward  ; if  the  upper  half  is 
first  gone,  the  meridian  is  sliown  to  be  so  curved  as  to  cause 
a myopia  to  exist. 

"While,  if  the  lower  half  of  the  round  light  is  the  first  to 
disappear,  Ave  conclude  that  a hypermetropia  exists. 

If  the  entire  round  light  is  found  to  disappear  at  once,  it 
may  be  concluded  that  very  little  astigmatism  exists. 

The  direction  of  the  meridians  being  noAV  knoAvn,  as  Avell 
as  their  refraction,  Avhether  normal  or  so  curved  as  to  cause 
a myopia  or  hypermetropia,  the  next  stej)  would  be  to  deter- 
mine exactly  the  amount  of  abnormality. 

To  this  end  Ave  proceed  Avith  spherical  glasses,  determin- 
ing the  exact  one  necessary  to  see  distinctly  the  proper  bar, 
as  in  the  method  laid  down  by  Snellen. 

Advantages  of  this  method  : 

1.  Simplicity.  The  usual  methods  are,  as  a rule,  so  com- 
plicated that  the  patient  often  becomes  confused  in  the  ex- 
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amination,  and  an  error  can  easily  result ; but  to  tins  new 
procedure  no  sucli  objection  can  be  made. 

2.  Accuracy,  wliicli  results  from  tlie  extreme  delicacy  of 
tlie  test  formed  by  illuminated  bar. 

3.  The  great  saving  of  time,  arising  from  the  fact  that 
the  mode  of  examination  can  be  conducted  so  much  more 
quickly  than  by  the  ordinary  methods. 

4.  This  method  allows  of  examination  being  made  en- 
tirely independent  of  daylight,  and  so  obviating  any  incon- 
venience arising  from  defective  illumination  found  in  cloudy 
weather,  etc. 


! 


'\ 


Fia  1 
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The  above  represents  tlie  figure  used  in  tliis  method  of 
examination.  The  black  circle  and  broad  lines  represent  the 
central  round  aperture  and  bars,  which  are  illuminated  by  a 
light  placed  behind.  To  Dr.  John  Green,  of  St.  Louis,  I am 
indebted  for  the  idea  of  arransrino;  the  bars,  as  radii  of  a 

O O J 

circle. 


01^  ASTIGMATISM  AS  A¥  ACTIVE  CAUSE  OF 
MYOPIA.  Bj  John  Geeen,  M.  D.,  St.  Louis,  Mo. 


In  a paper  published  in  the  American  Journal  of  the  Med- 
ical Sciences^  for  January,  1867,  I called  attention  to  the  fact 
that  persons  known  to  be  myopes  prove,  upon  careful  exami- 
nation, to  be  in  a large  proportion  of  cases  also  the  subjects 
of  astigmatism,  a fact  which  suggested  to  me  the  possibility 
that,  in  many  of  these  cases,  the  astigmatism  stood  to  tlie 
myopia  in  the  relation  ot  cause  to  effect.  I purpose  now  to 
study  this  relation  in  the  light  of  recently-published  statistics 
of  astigmatism,  taking  for  comparison  my  own  series  of  cases, 
reported  to  the  American  Ophthalmological  Society  in  June, 
1867,  and  July,  1868,^  and  the  much  larger  series  published  by 
Snellen,  in  connection  with  the  Tenth  Annual  Peport  of  the 
hletherlands  Ophthalmic  Hospital,  in  1869.“ 

Snellen’s  tables  comprise  all  the  cases  of  astigmatism 
which  occurred  in  tlie  Utrecht  clinic  and  consultation  rooms 
during  the  years  1864-’68  ; 278  patients  are  enrolled,  present- 
ing 498  astigmatic  eyes,  18  myopic,  8 hypermetropic,  9 emme- 
tropic, and  23  blind  or  very  imperfect  eyes.  My  own  cases,  as 
published,  include  48  patients  with  84  astigmatic  eyes,  4 my- 
opic, 4 hypermetropic,  2 emmetropic,  and  two  imperfect  or 
blind  eyes,  making,  with  Snellen’s  cases,  a total  of  316  patients 
with  582  astigmatic  eyes. 

Of  these  582  astigmatic  eyes,  in  318,  or  54.6  j)er  cent.,  the 
refractive  anomaly  was  by  excess  (myopic  astigmatism),  and 

‘ Transactions  of  the  American  Ophtlialmological  Society,  Fonrtli  and 
Fifth  Annual  Meetings,  Niagara,  June,  1867,  and  Newport,  July,  1868. 

^ ITet  tienjarig  hestaan  van  Let  Nederlandscli  gasthuis  voor  ooglijders. 
Met  wetenschappelijke  bijbladen.  Utrecht,  1869.  Also,  Archiv.  fur  Oph- 
thalmologic, Band  XV.,  Abtg.  2. 
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in  264,  or  45.4  per  cent,  bv  deficiency  (hypermetropic  astig- 
matism), the  percentage  being  almost  exactly  the  same  in  the 
two  series  of  observations.  Both  Snellen’s  and  my  own 
measurements  were  made,  for  the  most  part,  without  using 
atropia,  and  must  be  taken  as  showing  the  manifest  rather 
than  the  total  refractive  defect ; in  many  instances,  therefore, 
we  may  assume  that  the  accommodation  was  but  partially  re- 
laxed, and  that  some  cases  really  of  Ah.  or  of  Ahm.  have  been 
recorded  as  Am.,  or  possibly  even  asM  + Am.  But,  apply- 
ing an  approximate  correction  for  this  defect  in  the  observa- 
tions, we  may  still  conclnde,  with  a good  degree  of  probability, 
that  the  cases  of  Am.  and  M-fAm.  are  not  less  nnmerons 
than  those  of  Ah.  and  11  + Ah. 

AVhen  we  analyze  the  statistics  of  componnd  astigmatism 
we  find  the  proportion  of  myopic  to  hy])ermctropic  ej’esmnch 
greater  than  in  the  aggregate  of  all  the  forms  of  astigmatism, 
while  the  source  of  error  just  noticed  is  almost  if  not  quite 
eliminated.  Thus  we  have  from  Snellen’s  tables,  of — 

!Nr. + Ain.  128  cases,  or  G1  percent, 

ir.  + Ali.  81  “ “ 89  “ “ 

200  100 


From  my  own  list  we  liave,  of — 

M.-fAm.  89  cases,  or 

Il.  + Ah.  88  “ “ 


Combininc:  tlie  two  tables  we  have,  of — 
M. -t-Am.  107  cases,  or 

II.-pAL.  114  “ “ 

281 


58  per  cent. 
47  “ “ 

100 

59.4  per  cent. 
40.G  “ “ 

100 


These  data  would  seem  to  afford  a fair  basis  for  the  assump- 
tion that  there  is  more  than  an  accidental  connection  between 
myopia  and  astigmatism.  That  such  connection  should  exist 
is,  moreover,  not  only  quite  probable,  but  the  opposite  condi- 
tion would  seem  to  be,  on  the  whole,  improbable. 

Admitting,  with  Bonders,  that  hypermetropia  is  the  ex- 
pression of  an  inherited  conformation  of  the  eye,  while  myopia 
is  ordinarily  the  result  of  a pathological  distention  of  the 
globe,  we  are  irresistibly  led  to  the  conclusion  that  most  of 
the  cases  of  M. + Am.  may  have  been  originally  cases  of  sim- 
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pie  or  possibly  of  mixed  astigmatism.  So  also  some  of  the 
cases  of  Am.  and  Amb.  may  be  only  instances  of  myopia 
superinduced  upon  Alim,  or  Ab.^ 

To  deny  tbis  is  to  assume  that  astigmatism  wben  conjoined 
with  myopia  is  to  be  considered  as  acquired,  wbile  we  regard 
simple  astigmatism  and  astigmatism  conjoined  with  byperme- 
tropia  as  congenital. 

It  only  remains  to  point  out  bow  astigmatism  can  act  as  a 
cause  of  myopia,  and  tbis  seems  sufficiently  obvious.  Tbe 
effect  of  reading  and  study  of  books,  in  originating  as  well  as 
in  aggravating  tbe  grade  of  myopia,  bas  been  clearly  pointed 
out  by  Cobn,  of  Breslau,  wdio  bas  called  attention  to  two  very 
important  elements  of  misebief  in  schools,  viz.,  insufficient 
or  badly-arranged  illumination,  and  bad  construction  of  desks, 
compelling  tbe  scholars  to  bend  their  beads  over  their  books. 

Exactly  analogous  to  tbe  effect  of  insufficient  light,  in 
compelling  the  child  to  bold  bis  book  nearer  than  would 
otherwise  be  necessary,  is  tbe  operation  of  any  other  cause 
which  tends  to  impair  the  distinctness  of  vision.  Such  a 
cause,  and  a most  efficient  one,  we  have  in  astigmatism, 
and  we  need  but  reflect  upon  tbe  amount  and  kind  of  book- 
work  which  is  demanded  of  our  school-children,  to  find  in 
even  moderate  grades  of  astigmatism  an  almost  irresistible 
incentive  to  read  under  high  degrees  of  convergence  and  with 
strong  exercise  of  tbe  accommodation.  In  astigmatism  the 
injurious  effect  of  insufficient  illumination,  too,  must  be  far 
greater  than  in  emmetropia,  inasmuch  as  tbe  normal  compen- 
sation in  tbe  enlargement  of  tbe  pupils  is  rendered  unavailing 
through  tbe  consequent  diminution  in  tbe  distinctness  of 
tbe  retinal  images. 

Besearcbes  undertaken  upon  large  numbers  of  myopes, 
with  a view  to  establishing  tbe  degree  of  frequency  with 
which  astigmatism  is  present  as  a complication,  are,  so  far  as  I 
know,  still  wanting. 

^ Tlie  recent  careful  investigations  of  F.  Erismann,  upon  4,358  scliool- 
cliildren  of  St.  Petersburg,  seem  to  prove,  beyond  a doubt,  tliat  large  num- 
bers of  eyes  originally  bypermetropic  pass  through  the  stage  of  emmetro- 
pia, finally  to  become  myopic — and  this  as  a direct  result  of  long-continned 
straining  of  the  accommodation  and  convergence  in  study.  (Archiv.  fiir 
Ophthalinologie,  xvii.,  i.) 


KEMAEKS  OX  CATAEACT.  By  Edward  G Boring, 
M.  D.,  Xew  York. 

Mr.  President  : As  you  are  well  aware,  it  lias  long  been 
recognized  that  astigmatism  often  occurs  as  a disturbing  ele- 
ment  in  tlie  vision  of  patients  who  have  been  operated  upon 
for  cataract.  Tlius,  Or.  Knapp,  in  Graefe’s  Archives  for 
18GT,  observes,  that  we  should  not  neglect  to  test  eyes,  which 
have  been  operated  on  for  cataract,  with  cylindric  glasses,  to 
see  if  vision  is  not  thereby  improved.  This  is  found  to  be 
the  case  in  a marked  degree,  where  the  result  has  been  a good 
one,  in  about  one-fourth  of  the  cases.  Thus,  I have  found, 
where  Y.  = J,  corrected  it  will  be  h,  and  Y.  will  become 
and  so  on.” 

But  notwithstanding  this  knowledge  of  its  existence,  very 
little  has  been  done  by  the  majority  of  operators  in  determin- 
ing the  degree  of  the  error  in  refraction  when  making  out 
their  statistics  of  vision,  and  still  less  has  the  attempt  been 
made  to  remedy  the  defect  by  ])rescribing  suitable  glasses. 

This  latter  is  no  doubt  due  to  the  fact  that  the  necessary 
sphero-cylindric  glass  is  so  heavy  and  of  so  awkward  a shape 
as  only  to  be  worn  with  great  discomfort  to  the  patient. 
Thus,  if  we  wished  to  give  a s^dierical  glass,  for  example  -|-  J 
combined  with  a cylindric  ^lass,  the  spherical  surface,  inas- 
much as  it  would  have  to  be  put  all  on  one  side,  would  have 
to  be  ground  on  a radius  of  two  inches.  This  degree  of  cur- 
vature  would,  in  order  to  till  the  eye  of  the  spectacle-frame, 
require  the  glass  to  be  very  thick  in]  the  centre,  the  apex  of 
which  would  consequently  project  a good  deal  from  the  plane 
of  the  rim  of  the  spectacle,  while  the  slight  curvature  of  the 
cylindric  surface  would  hardly  jwoject  at  all.  Such  a glass 
as  this  is  necessarily  very  heavy,  clumsy,  and  uncomfortable. 
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With  the  hope  of  remedying  these  objections,  so  as  to 
allow  us  to  give  astigmatic  glasses  to  cataract-patients,  I have 
contrived  the  glass  which  I now  present  to  the  Society,  and 
which  is  made  in  the  following  manner: 

A simple  cylindric  glass  of  the  required  strength  is  first 
set  in  the  spectacle-frame  in  the  usual  way,  the  axis  of  the 
glass  of  course  running  in  the  required  direction.  A thin 
plano-convex  glass  is  then  ground,  and,  taking  advantage  of 
the  fact  that  lenses  can  be  cemented  together  by  Canada  bal- 
sam, this  is  firmly  fixed  by  its  plane  surface  to  the  back,  or 
plane  surface  of  the  cylindric  glass. 

As  the  diameter  of  the  plano-convex  is  made  only  equal 
to  the  vertical  diameter  of  the  spectacle-frame,  and  not  to  the 
longitudinal  one,  it  follows  that  a large  quantity  of  glass  is 
thus  dispensed  with,  and  the  weight  of  the  glass  is  thereby 
much  lessened,  the  two  combined  lenses  being  in  fact,  when 
nicely  made,  only  one-fourth  of  the  common  spherical  cataract- 
glass  as  found  in  the  shops. 

In  the  figure,  A gives  a longitudinal  section  of  the  glass, 
the  dotted  line  markino;  the  line  of  union  between  the  two 
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lenses,  while  B shows  the  front  view  of  the  glass  as  it  appears 
in  the  frame,  the  dotted  line  here  showing  the  circumference 
of  the  plano-convex  glass.  As  you  will  observe,  the  edge  of 
the  convex  lens  is  so  delicately  ground  and  so  perfectly  fitted 
to  the  cylindric  glass  that  the  point  of  union  is  barely  per- 
ceptible when  the  glass  is  worn,  and  the  peculiarity  of  its 
construction  would  escape  the  notice  of  any  but  a very  ob- 
servant eye. 

The  pair  which  I now  offer  as  a sample  has  a spherical 
surface  of  +-J-  (really  equal  to  a biconvex  +J),  and  a cylin- 
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dric  surface  + iV  patient  being  astigmatic  to  that  de- 

gree in  the  vertical  meridian.  With  the  best  correction  with 
spherical  glasses,  vision  equalled  J ; wdth  this  glass  it  rose  to 

Tlie  chief  objection  whicli  would  be  raised  against  glasses 
made  in  this  manner  would,  in  all  probability,  be  on  account 
of  their  liability  to  come  apart.  Whether  this  is  a valid  ob- 
jection remains  to  be  proved.  I would  say  that  this  pair  has 
been  in  constant  use  for  four  months,  and  in  that  time  they 
have  been  dropped  twice  ; once  in  a crowd,  from  which  they 
'svere  only  rescued  after  the  frames  had  been  considerably 
bent.  They  certainly  show  no  signs  of  separation  between 
the  two  lenses,  and  we  know  that  the  lenses  of  telescopes  and 
opera-glasses  are  subjected,  oftentimes  for  years,  to  the  ex- 
tremes of  temperature  and  hard  usage,  without  showing  such 
a tendency,  and,  even  if  the  glasses  should  occasionally  sepa- 
rate, it  is  certainly  a simple  matter  to  recement  them. 

This  slight  inconvenience  would  be  more  than  compen- 
sated, it  seems  to  me,  by  the  increased  amount  of  vision 
gained,  especially  when,  as  in  the  present  case,  it  is  doubled. 

In  this  connection  I would  remark  that  it  seems  to  me 
that  a*  want  of  uniformity  now  exists  among  operators  in 
regard  to  testing  the  vision  of  cataract-patients,  which  has  a 
tendency,  to  say  the  least,  to  create  confusion  not  only  as  to 
the  results  of  different  operators  which  is  of  comparatively 
small  importance,  but  also  as  to  the  merits  of  the  method  of 
operating  itself,  which  is  of  vast  importance. 

It  is  almost  universally  considered  now,  after  the  so-called 
])eripheric  linear  has  been  in  vogue  for  the  past  eight  years, 
and  after  it  has  been  consequently  thorouglily  tried,  that  it  is 
far  superior  to  the  old  flap-operation,  and  this  opinion  pur- 
ports to  be  founded — not  as  maiiy  medical  opinions  are — on 
unsupported  convictions  of  its  great  originator,  and  a few  of 
his  most  skilful  disciples,  but  on  carefully-prepared  statistics, 
wdiich,  as  they  are  based  on  mathematical  principles,  are  of 
almost  mathematical  exactness.  It  is  alleged  that,  as  the  basis 
upon  which  the  statistics  for  both  operations  were  compiled 
was  the  same,  namely,  Snellen’s  method,  it  follows  that  the 
comparison  must  be  a just  one,  and,  as  the  peripheric  linear 
yielded  more  favorable  results,  this  was  the  better  operation. 


Ill 


From  this  opinion,  prevalent  as  it  is,  we  demur,  and  believe 
that,  although  the  method  of  testing  was  the  same,  yet  the 
standard  used  was  different,  and  that,  consequently,  the  con- 
clusions drawn  are  not  only  unreliable  but  even  erroneous, 
and  that,  so  far  as  statistics  go,  it  is  at  least  still  a question 
whether  the  old  flap,  and  not  the  new  peripheric  linear,  does 
not  give  the  best  results. 

To  show  that  this  is  the  case,  reference  must  be  made  to 
the  statistics  themselves. 

In  1863  Graefe  published  the  results  of  1,500  cases  of  flap- 
extraction.*  Out  of  these  begot  65 per  cent,  of  immediate 
good  results,  with  15  per  cent,  additional  after  a secondary 
operation,  making  80  per  cent,  as  a grand  total  of  perfect  suc- 
cess. In  these  cases,  vision  of  at  least  ^ ” is  taken  as  the 
standard  necessary  for  a good  result.  In  patients  over  seventy- 
five  years,  however,  Y is  allowed.  There  was  a total  loss 
of  from  5 to  8 per  cent. 

In  a later  paper,  however,^  Graefe  gives  another  series  of 
cases,  in  which  he  gets  81  per  cent,  of  perfect  results,  11  per 
cent,  of  half  successes,  and  a total  loss  of  5 per  cent.,  and  he  then 
states  that,  in  his  private  practice,  the  results  were  even  better 
than  this,  namely,  91  per  cent,  of  perfect  results,  6 per  cent, 
of  half  successes,  and  only  3 per  cent,  of  absolute  loss.  Ninety- 
one  per  cent,  of  patients,  with  vision  ^ and  over,  and  only  3 
per  cent,  of  total  loss,  is  a result  which  we  venture  to  say  has 
never  been  equalled  by  any  other  method. 

If  we  now  turn  to  the  peripheric  linear,  we  find  at  the 
outset  that  “ Graefe,  as  Dr.  Norris  says,^  has  not  given  us  so 
extended  and  full  an  analytical  report  of  his  cases  as 
would  be  desirable,”  but  he  did  publish  300  cases  {Archiv., 
xii.,  part  i.,  p.  151),  in  which  he  got  90  per  cent,  of  per- 
fect immediate  good  results.  But  here,  instead  of  taking 
vision  J as  a standard,  he  took  i,  and  we  have  no  means  of 
knowing  how  many  cases  were  included  between  Y J and 
Y -J-.  But,  if,  for  the  sake  of  calculation,  we  take  the  differ- 

^ Zeliencler,  Klin.  Monatsbliit.,  p.  146,  1863. 

’ Arcliiv.  flir  Ophthal.,  vol.  xi.,  part  iii.,  p.  7,  1865. 

* Hay’s  Journal,  January,  1871,  p.  243. 
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ence  between  J and  -J,  we  must  then  subtract  9 per  cent., 
wbicli  would  leave  81  per  cent,  of  cases  with  vision  J. 
Graefe  then  goes  on  to  state  that,  out  of  the  10  per  cent, 
which  comprises  total  failures  and  imperfect  successes,  enough 
would  have  been  benefited  by  secondary  operations  to  have 
given  a grand  total  of  94  per  cent,  of  perfect  results.  Ad- 
mitting that  this  “ would  liave  been  ” the  case,  we  must 
still  tahe,  in  order  to  make  the  comparison  a just  one,  9 
per  cent,  away,  which  would  leave  a grand  total  of  84. G per 
cent,  of  perfect  results  against  84  of  the  second,  and  91  of  the 
third  series  of  flap-operations.  Thus  we  see  that  the  balance 
swings,  if  any  thing,  a little  in  favor  of  the  flap-operation. 
Whether  this  may  be  accounted  for  in  the  difference  between 
strictly  private  and  a mixed  series  of  patients,  it  is  hard  to 
say.  But  what  is  plain  is,  that,  even  in  Graefe’s  hands,  the 
results  of  each  method  are  so  nearly  equal,  that  it  is  still  an 
open  question  which  is  the  better ; or,  to  say  the  least,  there 
is  no  sufficient  cause,  so  far  as  statistics  are  concerned,  for  the 
now  almost  universal  belief  that  the  linear  is  so  much  supe- 
rior to  the  flap. 

Were  this  prevalent  opinion,  however,  founded  upon 
Graefe’s  results  alone,  little  more  would  need  to  be  said ; but, 
inasmuch  as  it  has  apparently  been  confirmed  by  those  of 
others  hardly  less  skilful  than  he,  it  ‘may  not  be  without  in- 
terest to  look  at  the  statistics  of  these  operators,  scanty  though 
they  be,  which  have  gone  so  far  to  produce  this  general 
opinion. 

Thus  Dr.  Knapp,  who  is  an  ardent  supporter  of  the  new 
operation,  has  published  three  series  of  cases  of  100  each, 
wdiich  are  exceedingly  interesting  and  instructive  on  account 
of  their  fulness  of  detail  in  regard  to  the  amount  of  vision 
obtained. 

In  his  first  series  {Archiv.^  xiii.,  vol.  i.,  p.  120),  Dr.  Knapp 
claims  62  per  cent,  perfect  results.  Here  he  uses,  however, 
vision  as  a standard  of  success.  If  we  apply  that  used 
in  the  fiap,  we  find,  on  looking  at  the  table,  that  out  of  the 
100  cases  he  got  only  39  perfect  results,  against  Graefe’s 
first  and  worst  series  of  flaps,  which  gave  65  per  cent,  of  im- 
mediate perfect  successes ; Y=  J. 


113 


Dr.  Knapp  remarks  that  among  these  cases  there  is  14 
per  cent,  in  which  vision  ranges  from  to  -g-J-g-,  and  which 
are  capable  of  being  improved  by  a secondary  operation. 
Admitting  that  one-half  are  so  improved  thereby  as  to 
obtain  vision  equal  to  and  this  is  a large  proportion,  we 
then  get  as  a final  result  39-f  Y==46  with  vision  J and  over. 

In  making  out  his  second  series  {ArcJiiv.^  xiv.,  vol.  i.,  p. 
316)  Dr.  Knapp  says  that  ^Mie,  as  Graefe,  and  others  have 
done,”  divides  his  cases  into  three  classes,  which,  with  their 
respective  numbers  in  each  are,  as  follows  : 

Failures  2. 

Imperfect  results  CV=yV  “ to“o)  12. 

Perfect  “ (V — yV)  ^6. 

It  will  be  seen  from  this  that  Dr.  Knapp  claims  86 
cases  out  of  the  100  of  im  mediate  good  results ; but  here 
another  change  takes  place,  and,  instead  of  taking  Y J or 
even  as  a standard,  he  takes  apparently  on  the  au- 

thority of  Graefe.  This  may  be  tlie  case,  but  I can  nowhere 
find  it  stated  in  Graefe’s  writings  that  he  has  ever  used  a scale 
of  vision  lower  than  as  a perfect  result,  though  it  is  un- 
doubtedly true,  as  will  be  seen  a little  later,  that  others  have 
done  so,  and  it  strikes  me  as  manifestly  unjust  and  unscien- 
tific to  maintain  the  superiority  of  one  operation  by  statistics 
in  which  the  standard  of  excellence  used  is  tivo  and  one-half 
times  less  than  in  the  other. 

If  we  look  at  the  table  of  specific  results  from  which  the 
above  classification  was  made,  we  see  that,  out  of  the  100 
cases,  there  are  only  40  in  which  the  vision  is  J and  over. 
That  is  to  say,  only  40  per  cent,  of  immediate  successes 
according  to  the  scale  for  the  fiap-operation. 

We  also  see  that  there  are  12  imperfect  results.  Kow, 
supposing  we  admit  with  Dr.  Knapp  that  one-half  of  these 
imperfect  results  can  be  made  perfect  ones,  and  that,  in  all  of 
these,  vision  can  be  made,  not,  as  he  says,  ^^1^  even  -J, 
and  supposing  we  add  these  cases  to  the  40  already  perfect, 
we  get  as  a final  result  40 6 =46  cases  out  of  the  100 
with  \ and  over. 

With  Y = yV  Knapp  makes  the  final  result  93  suc- 
cesses. 
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In  liis  third  series  Dr.  Knapp  has  {Knapp's  Archiv.^  vol. 
i.,  p.  130) : 

Failures 3 

Imperfect (S  < -jig.)  15 

Perfect (S  > ^)  82 

By  looking  at  the  table  of  specific  results,  we  find  50  cases 
of  immediate  good  results,  Y = J and  over.  Admitting  with 
Dr.  Knapp  that  9 out  of  the  15  imperfect  could  be  made  per- 
fect, and  allowing  to  these  cases,  as  before,  Y = not 
which  is  all  that  Dr.  Knapp  claims,  we  get  as  a final  result 
50  + 9=59  cases  with  Y J and  over. 

Making,  now,  a comparison  between  the  final  results  of 
Dr.  Knapp’s  series  of  cases  by  peripheric  linear  and  Graefe’s 
by  the  flap,  we  have,  arranged  in  tabular  form,  something 
like  the  following: : 

O 

Knapp  Linear.  Graefe  Flap. 


1st  series 

4G 

against 

80 

2d  “ 

40  • 

u 

84 

CO 

59 

u 

91 

This  averaged  gives  35  cent,  in  favor  of  the  flap  with 
vision taken  as  a standard  in  each  case. 

It  may  be  objected  that  in  the  above  calculation  \ve  have 
taken  even  a higher  scale  than  did  Graefe  himself  in  applying 
vision  to  all  cases,  inasmuch  as  Graefe  made  an  exception 
of  such  as  were  over  seventy-five  years  of  age,  reckoning  in 
these  cases  Y -J-  as  a perfect  result. 

As  an  olfset  to  this,  it  must  be  remembered  that  we  have 
allowed  to  Dr.  Knapp  8 cases  in  each  100  with  Y J,  when  in 
the  first  series  Y -J-,  and  in  the  remaining  two  only  Y was 
claimed. 

It  might  also  be  objected  to  as  hardly  fair  to  contrast  any 
other  operator,  however  skilful,  with  the  great  father  of 
modern  ophthalmology ; and  the  above  figures  would  go  a 
good  way  toward  making  such  an  objection  valid,  especially 
as  Graefe  was  working  under  the  disadvantage  of  what  is 
supposed  to  be  an  inferior  operation.  This  impression  will, 
however,  be  corrected,  to  a degree  at  least,  when  we  call  to 
mind  that  it  has  always  been  the  custom,  especially  latterly, 
to  look  upon  Graefe  as  a great  medical  philosopher  rather 
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than  a skilful  and  delicate  operator,  though  it  would  certainly 
strike  one,  judging  simply  from  the  results  which  he  obtained, 
that  he  was  in  this,  as  in  all  other  clinical  branches  of  our  spe- 
cialty, immensely  superior  to  any  one  of  this  or  any  other 
generation. 

Becker  published  (Zeliender^  vol.  v.,  p.  279,  1867)  the 
statistics  of  217  cases  (150  operated  upon  by  Prof.  Arlt),  in 
which  YjL  was  also  taken  as  a perfect  result ; inasmuch,  how- 
ever, as  no  specific  details  are  given  as  to  vision,  no  satisfac- 
tory comparison  can  be  made  from  them,  except  that  the  final 
result  obtained  w^as  only  83  per  cent,  with  Y yV?  over. 

Dr.  Derby,  of  Boston,  a warm  advocate  of  the  new  opera- 
tion, has  given,  in  an  analysis  {Boston  Medical  and  Surgical 
Journal^  June  8,  1871)  of  61  cases  of  linear  extraction,  a tabu- 
lar statement  of  the  vision  of  49  patients.  Dr.  Derby  also 
reckons  Y ^ and  over  as  a perfect  result,  and  sums  up  the 
cases  as  follows : 


Failures 3 

Partial  success  (V  to  6 

Entire  success  (V  to  yV) 43 


If,  however,  we  reckon  an  entire  success  ” \ instead  of 
yL-,  we  find,  by  referring  to  the  table,  that  there  are  only  19 
such  cases,  instead  of  49. 

If  of  the  9 additional  unrecorded  cases  we  assume  that  5 
will  have  vision  of  J and  over,  we  get  as  a final  result  24 
cases  of  perfect  result  out  of  61,  or  39  per  cent. 

There  are,  indeed,  other  statistics  by  different  operators, 
all  of  which,  however,  are  compiled  with  so  little  exactness, 
or  founded  upon  such  various  and  indefinite  scales  of  measure- 
ment, as  to  be  of  little  value  for  the  purposes  of  comparison. 
Still,  those  which  have  been  cited  here  are  enough  to  show 
that  the  want  of  uniformity  in  the  standard  is  a serious  embar- 
rassment in  our  making  a just  comparison,  not  only  between 
the  results  obtained  by  various  operators,  but  even  of  the  true 
merits  of  the  two  methods,  and  this  is  the  object  which  we 
had  in  view. 

And  in  this  connection  I would  say  that  I can  easily  un- 
derstand how  the  younger  and  rising  school  of  ophthalmolo- 
gists, after  having  gained  their  experience  in  the  old  meth- 
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ocl,  witli  all  tlie  numerous  mistakes  and  failures  incident  to 
beginners  in  this  difficult  and  exacting  technic,  should  now 
obtain,  after  they  have  become  proficients,  better  results  with 
the  linear  than  they  did  at  the  outset  with  the  flap.  For 
it  is  certainly  easier  for  a practised  hand  to  change  slightly 
the  method  of  operating,  than  for  a novice  to  learn  how  to 
operate. 

What  we  should  like  to  see  done  Avould  be,  for  those  who 
are  skilled  in  both  methods,  and  who  have  plenty  of  material, 
to  try  them  side  by  side  under  the  same  influences  and  with 
the  same  tests.  It  is  only  in  this  way  that  the  two  opera- 
tions can  be  justly  compared.  But,  if  these  conditions  are  too 
hard  to  fulfil,  we  might  at  any  rate  expect  that  the  advocates 
of  each  metliod  might  conform  to  the  very  simple  condition  of 
using  the  same  standard  of  measurement,  be  this  what  it 
may. 

It  may  be  said  that  the  one  originally  taken  by  Graefe, 
namely,  J,  is  too  high,  and  that  it  was  probably  for  this  rea- 
son that  he  himself  changed  it  in  the  linear  method.  Admit- 
ting that  this  is  true,  and  that  V is  nearer  the  mark,  the 
question  at  once  arises.  What  are  we  to  do,  for  the  sake  of 
study  and  comparison,  with  the  immense  number  of  cases  care- 
fully recorded  by  Graefe  and  tabulated  under  the  scale  of  Y=:  J 
— cases  which,  from  their  great  number  and  from  the  vast 
amount  of  instruction  which  they  embody,  form  one  of  the 
most  brilliant  ]>ages  in  the  whole  annals  of  modern  ophthal- 
mology ? And,  if,  to  suit  the  progressive  spirit  of  the  age  in  its 
craving  for  “ perfect  results,”  we  go  successively  from  J to 
■J-,  and  to  -J-g-,  where,  may  we  ask,  shall  the  end  be? 

I would  say,  further,  Mr.  President,  that  these  remarks  are 
not  in  any  way  meant  as  a criticism  on  either  operation.  Had 
they  been  so,  reference  would  have  been  made  to  many  things 
which  have  not  even  been  mentioned,  and  certainly  to  the 
change  instituted  by  Graefe  himself,  from  a wound  which  was 
entirely  in  the  sclera  to  one  which  is  two-thirds  or  more  in  the 
cornea,  and  from  the  slight  arc  latterly  sanctioned  by  Graefe 
to  a gradual  increase  in  the  curvature  of  the  section,  till,  in  the 
bands  of  many  operators,  both  in  Europe  and  this  country,  the 
only  appreciable  difference  between  the  new  operation  and  the 


flap  with  a concurrent  iridectomy  is  the  difference  between 
the  old  and  the  new  knife. 

The  discussion  of  these  points,  as  well  as  the  final  decision 
as  to  the  merits  of  the  respective  operations,  I feel  had  much 
better  be  left  to  those  of  my  colleagues  whose  experience  is 
richer  and  whose  judgment  riper  than  my  own. 


AN  APPAEATUS  FOE  TESTING  THE  PEECEP- 
TION  OF  COLOE.  By  IIenky  D.  Noyes,  M.  D., 
New  York. 

The  exainlHation  of  a patient’s  ability  to  discriminate 
colors  I have  found  to  be  a time-consuming  proceeding,  and 
have  been  at  a loss  how  to  register  the  results  of  the  examina- 
tion in  a grapliic  and  satisfactory  manner.  To  obviate  in 
some  measure  these  difficulties,  and  because  I appreciate  the 
importance  of  making  these  investigations,  I have  adopted 
some  simple  contrivances  whiclf  I beg  leave  to  describe. 

I paste  upon  a circular  piece  of  card-board  the  slips  of 
colored  paper  which  I use  as  tests.  They  are  put  on  in  sec- 
tors of  the  circle,  and  may  be  as  numerous  as  is  thought  need- 
ful. I have  divided  the  circle  into  ten  sectors,  and  have  put 
on  it  two  shades  of  five  colors,  viz.,  red,  blue,  yellow,  green, 
and  purple. 

This  disk  is  covered  by  another  whose  surface  is  black, 
and  whose  diameter  is  half  an  inch  smaller.  In  this  tup  disk 
a notch  is  cut,  corresponding  to  the  size  of  one  of  the  colored 
sectors  of  the  other  disk. 

The  covering  disk  or  screen  is  attached  to  a handle,  and  is 
pierced  through  its  centre  by  a pivot  on  which  the  colored 
disk  is  to  rotate.  The  latter,  moreover,  has  broad  notches 
cut  into  its  rim,  like  teeth  in  a cog-wheel,  which  correspond 
in  number  to  the  colored  sectors,  and  are  so  placed  as  to  give 
ready  hold  for  the  forefinger  or  thumb  to  rotate  it.  The  whole 
affair  looks  something  like  a palm-leaf  fan.  In  examining  a 
patient,  he  is  placed  before  a black-board  and  told  to  fix  one 
eye  upon  a distinct  mark  near  its  centre.  The  color-test  is 
presented  to  his  view  in  different  parts  of  the  field  just  as  is 
done  usually  with  a bit  of  white  chalk.  The  disk  is  held  in 
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one  hand,  and  by  the  finger  or  thumb  of  the  same  hand  rotat- 
ing the  outer  disk  a succession  of  colors  is  presented  to  the 
patient’s  notice.  To  register  the  findings  of  the  examina- 
tion upon  the  black-board,  it  is  needful  simply  to  select 


Fig.  1. 


crayons  corresponding  in  tint  to  the  colors  employed,  and, 
with  the  proper  chalk,  mark  upon  the  board  the  place  where 
each  color  is  perceived.  The  usual  way  of  getting  the  visual 
field  with  white  chalk  is  thus  applied  to  color-tests.  The 
method  being  simply  to  employ  colored  chalk  in  one  hand  to 
mark  upon  the  board  the  spots  where  the  colors  successively 
exposed  to  his  view  upon  the  disk  in  the  other  hand  are  rec- 
ognized. When  the  examination  is  complete,  a number  of 
colored  tracings  are  upon  the  black-board,  which  may  be  trans- 
ferred to  a note-book,  on  a reduced  scale,  with  precisely  the 
same  crayons. 


DESCEIPTION  OF  A JAEGER  OPHTHALMOSCOPE, 
AS  MODIFIED.  By  Dr.  George  Strawbeidge,  Pliila- 
delpliia. 

The  apparatus  can  briefly  be  described  as  follows : The  body 
of  the  instrument  consists  of  a short  cylindrical  tube  fitted 
into  a ring,  and  so  arranged  as  to  permit  of  rotation  on  its 
axis.  At  its  anterior  extremity,  it  is  so  cut  away  as  to  cause  its 
anterior  surface  to  form  wn’th  the  cylindrical  axis  an  angle  of 
60° ; on  the  anterior  border  of  the  tube  are  found  two  notches 
made  to  hold  the  arms  of  the  reflector,  and  on  the  side  of  the 
notch  is  placed  a small  spring  for  fixation  of  the  reflector.  The 
longest  side-wall  of  the  cylinder  has  a length  of  one  inch, 
while  its  shortest  side  has  a length  of  two  lines.  The  poste- 
rior end  of  the  tube  is  closed  by  a diaphragm,  having  a central 
opening  of  three  lines  diameter ; and  on  its  posterior  surface 
are  fastened  a spring-catch  and  axle  for  holding  a disk  in  posi- 
tion and  permitting  of  its  rotation.  To  the  ring,  grasping  the 
cylinder,  is  fitted  a handle  made  to  close  in  itself  (as  the  blade 
and  handle  of  a knife),  and  so  economizing  room.  The  oph- 
thalmoscope contains  a strong  light  ” and  “ soft  light  ” re. 
hector.  The  first  is  a concave  glass  reflector  of  seven  inches 
focus.  The  latter  consists  of  three  plane,  parallel,  transparent 
thin  glass  plates,  fitted  in  a metal  frame  and  so  fastened  that 
they  can  be  easily  taken  apart  and  cleaned  ; between  each  of 
these  glass  jJates  is  placed  a thin  metal  ring  for  the  purpose 
of  preserving  an  intermediate  thin  layer  of  air.  The  appa- 
ratus contains,  in  addition,  a convex  lens  of  two  and  a half 
inches  focal  distance,  fastened  in  a ring  for  convenience  in 
holding  ; and,  finally,  twenty  correction-glasses  placed  in  three 
metal  disks  ; each  disk  having  se.ven  openings  for  this  purpose’ 
The  first  disk,  which  may  be  called  the  “ the  working-disk,’ 
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is  divided  as  follows:  First,  an  opening  for  observation  of  the 
eye  with  the  reflector  alone.  Secondly,  a convex  eight  glass 
for  examination  of  the  inverted  image  ; and,  finally,  concave 
glasses  hlos.  10,  8,  6, 1,  3,  for  examination  of  the  erect  image. 
For  an  ordinary  examination  this  disk  alone  will  generally 
suffice. 

The  second  disk  contains  convex  glasses  hlos.  48,  30,  24, 
16,  12,  10,  7.  The  third  disk  contains  concave  glasses  h7os. 
30,  24,  16,  12,  7,  5,  2 ; and  it  is  believed  that  this  collection  of 
glasses  will  be  found  sufficient  to  determine  the  greater  num- 
ber of  refraction  anomalies. 

The  disk  rotates  behind  the  opening  in  the  diaphragm,  and 
by  means  of  the  spring-catch  each  glass  as  it  rotates  is  caused 
to  stop  exactly  behind  the  centre  of  the  opening,  and  at  the 
same  time  the  arrangement  allows  of  the  disk  being  quickly 
removed  and  another  substituted — on  the  same  principle  as 
Dr.  E.  G.  Loring,  of  blew  York,  has  made  use  of  in  the  con- 
struction of  his  ophthalmoscope,  and  from  whom  the  idea  was 
derived.  The  entire  apparatus  is  contained  in  a box  4f 
inches  long  and  1|-  inch  wide. 

The  chief  advantages  of  this  form  of  ophthalmoscope  con- 
sist in  the  fact  that  it  has  the  “ weak  light  ” reflector  as  well 
as  the  ‘‘  strong  light  ” reflector.  Also,  that  these  reflectors  have 
two  motions,  one  on  their  own  axis  and  one  on  the  axis  of  the 
cylinder,  and  so  permit  of  great  variety  of  position,  while  at 
the  same  time  the  correction-glasses  remain  stationary,  thus 
avoiding  any  prismatic  effect  from  the  correction -glass.  Fi- 
nally, the  arrangement  of  the  correction- glasses  in  a disk 
avoids  the  trouble  which  is  occasioned  by  adjusting  each  glass 
separately,  and  at  the  same  time  the  collection  of  glasses  is 
sufficiently  large  to  admit  of  the  determination  of  a refraction 
anomaly  in  a case  where  a box  of  glasses  is  not  attainable. 


GUXSIIOT-WOTOD  OF  THE  BEAIX,  FOLLOWED 
BY  FUNGUS  CEEEBBI,  AND  EECOYEBY  WITH 
IIEMIOPSIA/  Bv  YL  W.  Keen,  M.  D.,  and  William 
Thomson,  1\I.  D. 

Cas*e  I. — Patkick  Hughes,  late  private  of  Company  K, 
Fonrtli  Eegiment,  New  York  Yolnnteers ; l>orn  in  1839,  in 
Ireland  ; piuldler  both  before  and  since  enlistment ; wounded 
at  Antietam,  September  17,  1802.  Y^onnd  of  entrance  in  the 
middle  line,  one  and  a quarter  inch  above  external  occipital 
protuberance — a small,  depressed  wound  ; wound  of  exit  two 
by  two  and  a half  inches,  its  centre  being  two  inches  to  the 
left  of  middle  line,  and  three  inches  above  wound  of  entranee. 
He  fell,  did  not  lose  consciousness,  but,  blinded  by  blood, 
crept  toward  the  enemy  till  warned  by  Ids  comrades,  when 
he  crawled  behind  the  ranks,  and  was  carried,  when  faint,  to 
an  old  barn,  wliere  he  remained  nine  days.  AVhile  here,  his 
eyesight,  he  thinks,  was  poor.  He  was  then  taken  to  Mount 
Pleasant  Hospital,  Y^ashington,  D.  C.,  where  he  lost  his 
consciousness,  and  was  more  or  less  paralyzed  in  both  right 
arm  and  right  leg — whether  slowly  or  suddenly,  and  whether 
it  extended  to  the  face,  he  does  not  remember.  The  paraly- 
sis and  unconsciousness  lasted  some  two  or  three  months. 
He  remembers  having  had  fungus  cerebri  as  large  as  his  list, 
which  was  shaved  off  some  five  or  six  times.  When  he  tried 
to  think,  he  often  used  to  become  almost  out  of  his  head.” 
His  memory  was  so  bad  that,  between  calling  the  doctor  and 
his  turning  to  hear  the  question,  he  would  forget  what  he 
desired  to  say.  He  had  no  aphasia.  In  four  and  a half 

^ Extracted  from  the  Photographic  Review  of  Medicine  and  Surgery 
for  February,  1871. 


123 


months  he  was  able  to  come  to  Philadelphia.  In  walking 
he  was  very  giddy;  noise  and  laughter  used  to  hurt  him 
badly.  His  mental  and  physical  power  gradually  grew  bet- 
ter, and  in  one  year  his  paralysis  had  almost  disappeared. 

Present  Condition^  December  20,  1870. — His  memory  is 
quite  good,  but  by  no  means  so  good  as  before  the  injury. 
He  is  rather  easily  bothered  and  confused,  and  more  irritable 
than  formerly.  The  sight  of  his  right  eye,  he  thinks,  is  poor. 
Whiskey  aiffects  him  as  usual.  Sexual  power  undiminished. 
He  has  no  paralysis.  The  wound  of  entrance  (see  photo- 
graph— the  head  was  shaved  in  order  to  have  the  photograph 
taken)  is  marked  by  a slight  depression  in  the  bone,  the 
wound  of  exit  by  a hollow  two  and  a half  by  two  inches,  and 
one  inch  deep.  Ho  bone  has  closed  this  opening,  but  the 
scalp  and  hair  dip  down  into  the  hollow.  The  arterial  pul- 
sations are  barely  perceptible.  When  recumbent,  the  hollow 
is  gradually  obliterated  and  replaced  in  about  one  minute 
by  a rounded  protuberance.  To  prevent  pain  during  this 
change,  he  supports  the  parts  with  his  hand.  When  he 
coughs,  even  with  moderate  force,  the  depressed  scalp  in- 
stantly bulges  up  in  a cone,  which  nearly  reaches  the  general 
level  of  the  skull  and  obliterates  the  depression,  and  then  as 
suddenly  subsides. 

The  eyes,  upon  examination,  present  the  following  condi- 
tions : There  is  no  ptosis  on  either  side ; entire  mobility  of 
the  eyes  under  direction  of  the  will ; both  pupils  normal  in 
size,  and  responsive  to  light.  Upon  the  left  cornea  is  to  be 
seen  a slight  leucoina,  the  result  of  a burn  from  a piece  of 
metal,  received  two  years  since.  In  all  other  respects  both 
eyes  are,  in  appearance,  perfectly  normal.  Hefraction  of  each 
eye  is  found  to  be  emmetropic.  The  acuteness  of  vision  is  for 
the  right  -f,  and  for  the  left  Jy ; the  slight  impairment  of 
vision  being  due  to  the  result  of  the  burn,  which  caused  not 
only  slight  opacity  of  the  cornea,  but  also  irregular  astigma- 
tism. The  power  of  accommodation  is  for  each  eye  TT* 
There  is  no  diplopia,  and  no  insufficiency  of  either  internus. 

Upon  testing  the  field  of  vision,  it  is  found  to  be  divided 
for  each  eye  by  a line  passing  through  its  centre,  in  the  ver- 
tical direction — total  blindness  existing  to  the  right,  and  per- 
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feet  vision  to  the  left,  of  this  line.  When,  for  example,  the 
right  eve  is  iixed  upon  a point  of  light  eight  feet  distant,  a 
second  point  of  light  is  lost  to  view  when  it  is  moved  one  inch 
and  a half  toward  the  right  in  a horizontal  line ; and  precisely 
the  same  condition  exists  for  the  left  eye — i.  e.,  the  light  is  lost 
one  inch  and  a half  to  the  right  of  the  median  line.  With  the 
right  eye  it  is  not  possible  to  determine  the  spot  of  Mariotte 
— that  is,  the  blind  spot  in  the  field  corresponding  to  the  en- 
trance of  the  o])tic  nerve  {see.  the  diagram,  p.  29) — since  the 
insensitiveness  of  the  retina  in  that  eye  commences  at  the  inner 
margin  of  the  macnla  Intea,  and  extends  to  the  entire  inner 
half  of  the  retina.  With  the  left  eye,  that  portion  of  the 
retina  between  the  optic-nerve  entrance  and  the  macula  is 
found  normal  in  sensitiveness;  since,  when  at  four  feet  the 
left  eye  is  fixed  upon  a point  of  light,  a second  light  is  clearly 
perceived  as  it  is  moved  toward  tlie  left  until  it  has  reached  a 
point  about  nine  inches  to  the  left,  where  it  is  lost,  to  reappear 
at  a point  about  thirteen  inches  from  the  first  light.  Beyond 
this  point  the  field  has  its  normal  extent. 

By  ophthalmoscopic  examination  no  pathological  appear- 
ances whatever  could  l)e  observed,  either  in  the  retina  or  at 
either  optic  papilla,  beyond  the  distortion  caused  in  the  left 
eye  by  the  astigmatism,  probably  of  traumatic  origin,  as  men- 
tioned above. 

Be^farks. — I.  This  case  is  briefly  referred  to  in  Circular 
Bo.  G,  S.  G.  O.,  1865,  at  the  bottom  of  page  15 ; and  Dr.  Otis 
writes  us  that  it  will  be  fully  related  in  the  first  volume  of  the 
Surgical  History  of  the  War,’'  with  the  chromo-lithograph  of 
the  fungus  cerebri.  As  it  must  first  be  presented  to  Congress 
and  published  by  the  Department,  no  opportunity  was  pre- 
sented us  of  correcting  the  history  by  these  notes.  The  history 
here  presented,  therefore,  as  derived  from  the  patient,  must  be 
taken  with  some  caution,  since  the  wound  has  so  severely  in- 
jured his  cerebrum.  On  all  points,  however,  he  gave  very 
clear  statements'. 

II.  The  complete  recovery  from  paralysis  (as  evinced  by 
his  subseqent  severe  labor),  and  the  almost  entire  restoration 
of  his  mental  faculties,  are  remarkable,  especially  in  view  of 
the  probable  deep  lesion  of  the  brain,  both  by  the  primary  in- 
jury and  the  subsequent  fungus  cerebri. 
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III.  The  astonisliing  and  rapid  changes  in  the  state  of  the 
cranial  contents,  due  to  any  change  in  position,  to  coughing, 
etc.,  as  evinced  by  the  effacement  of  the  depression  at  the 
wound  of  exit,  are  worthy  of  note.  Whether  due  to  a how  of 
cerebro-spinal  fluid  (which  would  be  the  principal  agent  in  a 
change  of  posture),  or  to  venous  congestion  (as  in  coughing), 
the  case  shows  that  our  attention  has  been  far  too  slightly 
flxed  on  the  medical  bearings  of  such  facts  in  all  cases  of  se- 
vere cough^  and  on  their  surgical  bearings  in  operations  for 
cataract,  etc.,  during  the  existence  of  bronchitis. 

lY.  The  light  thrown  on  the 
probable  anatomy  of  the  optic  com- 
missure is  also  worth  our  notice. 

Wollaston  (Phil.  Trans.,  1824, 
p.  222),  reasoning  from  two  attacks 
of  transient  hemiopsia,  occurring  in 
himself,  and  otlier  cases  in  friends, 
appears  to  have  been  the  flrst  to 
point  out  the  semi-decussation  of 
the  optic  nerves  at  the  chiasm. 

ii.,  476)  seems  to  assent  to  the  expla- 
nation, though  he  refers  to  cases  of 
perfect  sight  in  which,  it  is  as- 
serted, no  chiasm  existed ; and  in  his  Traite  d’Anat.  et  de 
Phys.  du  Syst.  Herv.,”  p.  666,  he  gives  cases  of  perfect  sight  in 
both  eyes,  in  sj:)ite  of  unilateral  cerebral  atrophy  or  traumatic 
lesion.  Yon  Graefe  {Archiv.,  ii.,286)  assents  cordially  to  Wol- 
laston’s view,  admitting  that  he  proposes  nothing  new,  but 
that  it  is  far  too  little  known. 

Hubert  Airy  (On  a Distinct  Form  of  Transient  Hemiop- 
sia, Proc.  Hoy.  Soc.,  February  17,  1870,  in  Wature^i.,  444), 
after  a careful  examination  of  preceding  writers,  also  supports 
it ; and  the  experiments  of  Laborde  and  Leven  {Med.  Gaz.^ 
November  5,  1870;  from  Gaz.  Med.  de  Paris),  who  found 
atrophy  of  the  right  optic  nerve  following  the  removal  of  the 
superficial  right  cerebral  convolutions,  and  without  any  appar- 
ent irritative  processes,  would  also  point  in  the  same  direction. 

9 


Longet  (‘‘Traite  de  Phys.,”  2d  ed.. 


Diagram  of  the  optic  commis- 
sure and  the  two  retina;. — a,  6,  the 
fibres  of  the  left  optic  tract  sup- 
plying, respectively,  the  left  halves 
of  the  two  retinae  a'  b'  ; c,  c',  the 
maculae  luteae. 

The  inter-retinal  and  inter-cere- 
hral  fibres  are  merely  indicated. 
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In  our  own  case  tlie  point  to  wliicli  we  desire  to  call  special 
attention  is  tlie  rigid  optical  examination  of  tlie  region  be- 
tween tlie  poms  opticus  and  the  macula  lutea.  The  semi-de- 
cussation of  the  nerves  at  the  chiasm  being  admitted,  it  wmuld 
naturally  be  supposed  that  the  fibres  a from  the  left  tract 
would  supply  the  left  retina  from  the  porus  opticus  toward  a' ; 
but  our  examination  shows  that  it  supplies  less  than  this,  viz., 
only  that  part  of  the  retina  from  c io  a'  \ while  in  the  right 
eye  the  fibres  instead  of  supplying  the  retina  from  the  porus 
opticus  to  1)\  supply  more  than  this,  viz.,  that  part  of  the 
retina  from  c'  to  h'.  In  other  words,  the  fibres  a and  h of  the 
left  optic  tract  supply  mathematically  the- left  halves  of  tlie 
two  retince  from  c to  a'  and  o'  to  ?>',  and  the  right  tract  the 
rigid  halves. 

Y.  As  to  the  cerebral  seat  of  the  sense  of  vision,  the 
amount  and  depth  of  the  injury  to  the  brain  are  too  uncer- 
tain, perhaps,  to  warrant  us  in  venturing  on  any  speculations 
as  to  its  locality. 

ISTote  to  Case  I. — These  examinations  were  made  in  the 
usual  manner,  with  a black-lioard  and  chalk,  with  two  bright 
points  of  light,  and  with  Forster’s  apparatus.  The  man  was 
intelligent,  possessed  noi’inal  acuteness  of  vision,  and  became 
well  trained  in  the  methods  of  investigation  employed,  and 
these  considerations  give  interest  to  the  fact  that,  at  the  point 


of  fixation^  the  vertical  line  which  bisected  the  field  seemed  to 
deviate  slightly  tow^ard  the  defective  side.  Above  and  below 
a horizontal  line  through  the  field  at  the  point  of  fixation,  the 
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limitation  was  strictly  vertical,  while  in  the  horizontal  line,  at 
a distance  of  eight  feet,  a moving  light  conld  he  carried  for 
one  and  a half  inch  from  the  fixed  one  before  being  lost  to 
view.  Due  allowance  must  be  made  for  tiie  possible  eccen- 
tric fixation  of  the  patient,  and  for  liis  having  inadvertently 
followed  the  moving  light  for  this  short  distance. 

Case  II. — Keported  to  the  Society  by  Dr.  W.  Thomson. 
Joseph  Do  wan,  aged  fifty-five,  disabled  by  partial  paralysis  of 
motion  of  left  side,  states  that  he  had  a sunstroke  seven  years 
since,  and  a second  one  three  j^ears  ago.  His  hemiplegia  is 
now  of  two  years’  standing.  Sensation  on  both  sides  is  unim- 
paired. 

g R.i  § R.i 

•s  Eefraction  + ^ = ~h 

L.  ^ L.  ^ 

Ho  ptosis,  nor  muscular  insufficiency.  Higlit  pupil  slightly 
larger  than  left.  By  ophthalmoscope,  both  eyes  are  normal 
in  appearance. 

The  field  of  vdsion  of  each  eye  is  bisected  by  a vertical 
line,  to  the  left  of  which  there  is  entire  blindness,  as  tested  by 
the  black-board  and  chalk,  as  well  as  by  two  bright  points  of 
light. 


Ho  05*011  was  made  in  this  instance  to  ascertain  whether 
the  field  was  limited  strictly  by  the  vertical  line  at  the  point 
of  fixation,  since  the  intellection  of  this  patient  seemed  so  far 
impaired  as  to  render  it  impossible  for  him  to  sustain  the 
mental  effort  requisite  to  complete  so  refined  a subjective  ex- 
amination.* 

^ Confirmed  by  Dr.  0.  A.  McCall,  U.  S.  A.,  who  had  him  in  charge  at 
the  time. 


DETACHMENT  OF  THE  EETINA,  WITH  LACEEA- 
TION  AT  THE  MACULA  LUTEA.  By  Henry  D. 

Noyes,  M.  D.,  New  York. 

Miss  Carrie  S.,  aged  thirteen,  New  York,  was  struck  in  tlie 
left  eye,  three  years  ago,  by  a cork  which  poj:>ped  from  an  ale- 
bottle  ; sight  was  lost  immediately.  ATlien  the  stinging  pain 
of  the  blow  subsided,  she  experienced  no  suffering,  and  no  in- 
flammation ensued.  The  eye  has  remained  in  the  same  condi- 
tion, with  the  exception  of  slight  divergence.  There  is  now 
obtuse  perception  of  light ; pupil  contracts  as  usual.  After 
using  atropia,  ophthalmoscopic  examination  showed  the  follow- 
ing  appearances  : 

The  optic  nerve  clearly  deflned  and  normal.  The  retina 
lifted  up  by  a stratum  of  fluid,  which  is  most  abundant  below 
and  to  the  outer  side.  In  every  part  of  the  fundus  this  effu- 
sion can  be  discerned,  but  nowhere  is  it  in  considerable  quan- 
tity. It  is  almost  transparent.  The  detached  retina  can  be 
sharply  defined  in  the  upright  image  by  aid  of  a convex  10 
glass,  the  observer  being  accustomed  to  complete  relaxation  of 
accommodation.  This  would  give  about  one  millimetre  as  the 
thickness  of  the  fluid.  The  retinal  vessels  have  the  customary 
dark  color  and  tortuousness  which  belong  to  this  lesion.  At 
the  middle  of  the  fundus  the  retina  becomes  of  grayish- white 
color,  and  at  the  macula  lutea  is  a round  red  spot  of  about  half 
the  diameter  of  the  optic  disk.  When  observing  the  contiguous 
retina  with  -f-10,  its  texture  is  clearly  seen,  and,  besides  having 
a slightly-granular  look,  it  is  marked  by  fine  streaks  or  plaits, 
which  radiate  from  the  red  s]3ot.  Under  this  inspection  the 
red  spot  shows  no  detail,  although  its  edge  is  sharply  defined. 
But,  when  the  red  spot  is  scrutinized  without  a glass,  it  no  lon- 
ger appears  as  a blur,  but  exhibits  a distinct,  reddish,  granular 
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looiv,  and  it  is  evident  that  one  is  looking  at  the  epithe- 
lium ot  the  choroid.  At  the  same  time  the  adjacent  retina 
assumes  a blurred  appearance,  because  not  in  focus ; the  radi- 
ating striae  are  not  to  be  seen. 

The  difference  in  depth  of  these  two  surfaces  at  once  sug- 
gested the  idea  of  a laceration  of  the  retina  at  the  macula  lutea, 
and  that  the  red  spot  was  simply  a hole  through  which  one 
could  look  upon  the  choroid. 

Further  and  undeniable  proof  of  this  explanation  of  the 
lesion  '^yas  found  in  the  phenomena  of  parallax  which  were 
detected  by  slightly  changing  one’s  point  of  observation.  In 
making  such  slight  movements  from  side  to  side,  the  edge  of  the 
opening  could  he  made  to  conceal  and  disclose  a definite  point 
at  the  margin  of  the  bottom  of  the  red  spot.  The  edge  of  the 
spot  w^as  not  tremulous,  nor  was  it  ragged,  nor  was  there  any 
tissue  sloping  down  from  it  toward  the  spot.  Critical  inspec- 
tion made  it  evident  that  one  could  look  under  the  retina.  I 
have  no  explanation  to  offer  of  the  mechanism  of  this  peculiar 
rupture  of  the  retina.  It  is  the  only  instance  of  this  kind 
wliich  I have  ever  seen  or  read  of.  This  much  may,  liowever, 
he  suggested,  that  at  the  macula  the  retina  is  thinner  and 
necessarily  weaker  than  at  any  other  part,  and  it  has  a faint 
amount  of  coherence  with  the  choroid.  The  perfect  trans- 
parency of  the  vitreous  forbids  the  idea  that  the  retina  became 
detached  by  adhesion  to  a shrinking  corpus  vitreum,  and  hence 
we  must  admit  that  the  effusion  was  the  direct  result  of  the 
blow.  Doubtless  this  fluid,  which  now  is  almost  entirely  trans- 
parent, was  at  first  more  or  less  bloody.  It  does  not  at  pres- 
ent appear  to  be  perfectly  limpid,  and  Dr.  F.  Delafield  sug- 
gested tliat  it  might  be  somewhat  gelatinous.  The  doctor  w^as 
kind  enough  to  examine  the  eye,  and  was  able  to  verify  the 
appearances  described,  and  could  suggest  no  other  diagnosis 
than  that  tins  was  in  truth  a hole  torn  through  the  middle  of 
the  retina.  So  regular  is  it  in  outline,  so  free  from  traces  of 
shreds  or  fringe  on  the  edge,  that  it  might  have  been  cut  out 
with  scissors  or  made  with  a punch. 

In  no  case  of  tearing  of  the  retina  from  bursting  of  fluid 
tlirough  it  have  I ever  seen  any  approximation  to  this  shape. 
The  rents  have  been  linear,  or  curved,  or  tongue-like.  They 
have  usually  been  near  the  equator  of  the  globe. 


EEPOET  OF  PASSAYANT  OPEEATIOE'S  WITH 
ANU  WITHOUT  ETHEE,  AND  ALSO  UNDEE 
NITEOUS  OXIDE.  By  B.  Joy  Jeffries,  M.  D., 
Boston. 

Since  iny  report  last  }xar  to  the  Society  of  the  results  of 
thirteen  Passavant  operations  for  breaking  np  posterior  sy- 
nechioe  or  attachments  of  the  iris  to  the  capsule,  I have  suc- 
cessfully employed  it  in  the  following  cases  : 

A woman  has  had  chronic  irido-choroiditis,  and,  as  se- 
quelre,  some  four  or  five  attachments  of  the  iris  to  the  capsule. 
Around  these  the  pupil  dilates,  sliowing  the  iris-tissue  to  be 
still  good.  There  is  constant  trouble  from  the  eye,  aggra- 
vated, I judge,  by  the  dragging  of  these  posterior  synechiae. 
Therefore,  under  ether,  I broke  away  two  that  were  close  to- 
gether at  the  upper  side.  After  breaking  one,  and  the  aqueous 
had  escaped,  I found  no  great  difficulty  in  pushing  the  point 
of  my  closed  forceps  between  the  iris  and  the  cornea,  against 
which  it  of  course  laid,  to  reach  the  next  one  close  beside  it. 
In  a few  days  I broke  another  at  the  opposite  side  of  the 
pupil,  also  under  ether.  The  patient  was  rendered  quite  sick 
and  uncomfortable  by  the  ether,  so  much  so  that  I proposed 
to  her  trying  to  break  the  next  without  aiuesthetic.  This  she 
consented  .to,  and  I succeeded  without  difficulty.  She  did  not 
complain  of  the  j^ain  as  being  very  great,  the  dragging  on  the 
iris  seeming  to  be  the  most  painful  part.  That  it  was  not 
severe  was  certainly  proved  by  her  preferring  to  have  the 
fourth  and  last  operation  also  done  without  anaesthetic.  With 
a little  care  and  command  over  the  patient,  I had  no  difficulty 
in  holding  the  eye  sufficiently  steady.  A compressive  bandage 
was  each  time  left  on  overnight.  The  aqueous  humor  is, 
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liowever,  mucli  sooner  resecreted,  and  corneal  wound  closed. 
The  patient  went  hack  to  her  occupation  in  a store,  within 
forty-eight  hours  after  the  last  operation,  the  eye  now  being 
hardly,  if  any,  troublesome. 

Another  case  was  that  of  a man  injured  by  the  premature 
discliarge  of  a blast.  The  face  and  eyes  were  full  of  powder. 
He  had  had  traumatic  iritis  in  the  left  eye,  and  atropine 
showed  three  broad  posterior  synechise.  Both  cornese  were  so 
filled  with  powder,  and  the  eyes  in  such  a bad  condition,  that 
I judged  it  best  to  remove  as  many  of  the  grains  of  powder 
as  possible,  and  for  that  purpose  kept  him  under  ether  some 
time,  since  he  could  not  have  held  the  globe  still  enough  to 
work  without.  He  was  miserably  sick  from  the  ether,  and 
dreaded  taking  it  again.  I therefore  very  gladly  availed  my- 
self of  the  kindness  of  Dr.  Bobert  Amory  in  offering  to  give 
the  patient  nitrous-oxide  gas.  As  he  has  reported  on  the  special 
method  of  administering  this  anaesthetic,  I omit  speaking  of 
it  here,  except  to  say  that,  after  the  month-piece  was  removed, 
I had  more  than  ample  time  to  carry  out  my  operation — time 
enough  to  have  performed  an  iridectomy,  or  even  a longer  opera- 
tion. For  such  short  operations,  not  followed  by  pain,  I regard 
the  nitrous  oxide  as  invaluable.  Passavant’s  operation  has  to 
be  repeated  as  many  times  as  there  are  widely-separated  at- 
tachments, and,  although  I persuaded  one  patient  to  submit  to 
it  seven  times  under  etlier,  we  shall  not  always  be  so  fortunate. 
The  posterior  synechiye  were  so  broad  in  this  case,  and  the 
iris  possibly  friable,  that  I did  not  like  to  attempt  to  break 
them  away  without  an  anaesthetic,  for  fear  of  the  pain.  The 
patient  was  perfectly  satisfied  with  the  gas,  experiencing  no 
pain  whatever.  A compressive  bandage  was  kept  on  a few 
hours  after  each  operation.  The  three  operations  have  resulted 
in  leaving  a free  movable  iris.  Spots  of  pigment,  where  the 
attachments  were,  are  seen  on  the  capsule.  To  what  extent 
they  will  disappear  I will  not  attempt  to  say.  Judging  from 
|)revious  cases,  I think  all  lymph  will  be  gradually  absorbed. 

A man,  aged  sixty,  has  had  granulations,  ulcers  of  the 
cornese,  etc.  The  results  are,  central  corneal  opacity  in  the 
right  eye,  with  anterior  synechia,  and  a single  posterior  sy- 
nechia downward  in  the  left  eye. 
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Ma7j  23,  1871. — An  iridectomy  for  artificial  pupil  was 
done  on  the  right  eye,  and  a Passavant  on  the  left,  perfectly 
freeing  the  pupillary  edge  of  the  iris. 

A man,  aged  twenty-three,  has  run  through  with  a fearful 
attack  of  syphilis,  leaving,  as  sequelae,  total  posterior  synechia 
and  closed  pupil  in  the  left  eye,  and  three  or  more  attach 
ments  in  the  right. 

May  6,  1871. — Iridectomy  downward  for  artificial  pupil 
was  done  on  the  left  eye,  and  hy  a Passavant  the  attachment 
below  broken  in  the  right  eye.  Atropine  now  keeps  this  dear 
of  the  capsule,  altliough  there  are  still  two  attachments  above. 

May  30^4. — I made  two  corneal  openings  with  a broad 
needle  opposite  the  two  attachments,  and  broke  them  both, 
one  after  the  other.  The  flowing  off  of  aqueous  did  not  pre- 
vent my  sliding  the  forceps  between  the  cornea  and  iris  with- 
out injuring  the  capsule.  The  two  punctures  did  not  cause 
the  loss  of  a whole  drop  of  aqueous  fluid.  This  procedure,  of 
course,  saved  one  additional  operation. 

A man,  aged  thirty -two,  has  in  the  right  eye  total  poste- 
rior synechia,  lens  opaque,  iris  discolored,  globe  soft,  vision 
gone — the  result,  seemingly,  of  old  irido-choroiditis.  In  the 
left  eye  there  have  lately  been  slight  irido-choroiditis,  and  a re- 
sulting rather  broad  synechia  downward,  which  was  broken 
May  30,  1871,  and  the  released  iris  gave  a circular  pupil. 
I looked  upon  this  attachment,  perhaps  of  old  date,  as  a 
readily-exciting  cause  of  fresh  inflammation. 

In  these  seven,  and  the  thirteen  operations  previously  re- 
ported, I did  no  harm  to  the  capsule,  and  certainly  improved 
the  condition  of  the  eye.  In  the  second  operation  in  the  last 
case,  owing  either  to  the  close  and  broad  attachment,  or  my 
not  grasping  the  iris  deeply  and  firmly  enough,  it  was  a little 
torn,  and  a filament  dragged  into  the  wound.  It,  however, 
entirely  replaced  itself  before  the  eye  was  bandaged,  and  no 
traces  are  now  seen. 

With  Dr.  Passavant,  as  with  me,  this  operation  has  always 
been  successful ; I therefore  think  it  proper  to  quote  the  follow- 
ing, from  the  Medical  Times  and  Gazette  of  May  29,  1870, 
by  Dr.  Alex.  Ogston,  of  Aberdeen,  who,  in  referring  to  Dr. 
Passavant’s  article,  says : “ This  paper  of  Dr.  Passavant 
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appeared  so  honestly  written  that  a trial  of  his  method  was 
instituted  in  the  next  case  that  presented  itself  in  the  Aber- 
deen Hospital.  In  this  case,  as  in  all  the  cases  where  I have 
tried  it,  the  operation  was  followed  by  no  bad  results  as 
regards  the  iris ; but,  though  the  adhesion  was  seen  to  tear, 
the  contraction  of  the  pupil,  which  invariably  followed  on  the 
escape  of  the  aqueous  humor,  allowed  the  two  ends  of  the  ad- 
hesion to  lie  so  close  to  each  other  that  they  united  again  in 
spite  of  the  free  use  of  atropine,  and  by  the  time  the  corneal 
wound  was  healed  the  same  state  of  matters  existed  as  before 
the  operation,  only  the  adhesion  was  not  so  broad  as  before.” 

As  Dr.  Ogston  does  not  minutely  describe  his  method  of 
operating,  I can  only  imagine  his  results  were  due  to  having 
made  a larger  and  more  peripheric  wound  in  the  cornea  than 
was  necessary,  whereby  the  aqueous  cliamber  was  not  quickly 
enough  reestablished.  I found  no  such  trouble  as  be  describes, 
lie  now  operates  in  a different,  and,  as  I contend,  much  more 
dangerous  method,  namely,  he  passes  a not  too  sharp  needle 
into  the  aqueous  chamber  opposite  the  point  of  iritic  attach- 
ment, and,  engaging  the  point  of  the  needle  in  the  iris  tissue, 
forces  it  away  to  break  the  synechia,  using  the  hole  in  the 
cornea  as  a fulcrum.  The  unnecessary  danger  of  wounding 
the  lens,  and  thereby  producing  cataract,  which  we  must  run 
in  such  a procedure,  would  be  sufficient  to  induce  me  to  hold 
to  Dr.  Passavant’s  method,  which  I liave  so  far  always  found 
successful,  and  not  so  very  difficult  for  those  accustomed  to 
ophtlialmic  operations,  especially  as  I am  now  convinced  it 
can  be  readily  ]:>erformed  under  nitrous  oxide,  a hundred  gal- 
lons of  which  anaesthetic  may  be  carried  about  with  perfect 
safety  in  a case  twenty  inches  long  and  eight  square,  as  Dr. 
Amory  has  practically  demonstrated. 

Instead  of  an  iridectomy-knife,  I now  use  a broad  para- 
centesis-needle. I find  no  difficulty  in  manipulating  my  deli- 
cate forceps  in  the  corneal  wound  this  makes,  and  I lose  but 
little  aqueous  before  the  iris  is  grasped,  when  the  escape  of 
the  fluid  rather  assists  in  the  breaking  the  attachment.  Atro- 
pine is  continued,  and  the  humor  secretes  so  quickly,  that  there 
is  no  time  for  the  iris  to  again  fasten  itself  to  the  capsule.  I 
liave  occasionally  succeeded  in  not  losing  all  of  the  aqueous 
humor  during  the  whole  operation. 


CASE  OF  EEADJUSTMEXT  OF  THE  LEYATOE 
MUSCLE  OF  THE  UPPEE  LID.  Bj  John  Green, 
M.  D.,  St.  Louis,  Mo. 

Eeadjustment  of  the  levator  of  the  upper  lid  has  been  but 
rarely  performed,  ami  has  still  more  rarely  been  followed  by 
restoration  of  the  ])roper  function  of  the  muscle.  In  fact,  the 
reported  cases  of  this  operation  have  been,  for  the  most  part, 
in  paralytic  ptosis,  where  we  should,  a priori^  expect  least 
from  it.  In  the  following  case  the  ptosis  was  traumatic,  and 
the  indications  for  operation  were  substantially  the  same  as  in 
the  operation  fur  readjustment  of  the  internal  rectus: 

AVilliams,  five  years  of  age,  son  of  Dr.  A.  G.  AVil- 

lianis,  of  Dongola,  Illinois,  was  gored  over  the  left  eye  by  a 
cow,  about  two  years  before  I saw  him.  Tlie  whole  upper  lid 
was  torn  from  its  attachments,  wdth  the  exception  of  a narrow 
bridge  at  the  outer  end.  The  wound  was  dressed  by  the  father, 
who  reunited  the  severed  integument  quite  accurately  by  su- 
tures. Complete  and  accurate  union  of  the  skin  w^as  obtained, 
but  with  considerable  irregularity  of  the  conjunctival  surface 
of  the  lid,  and  with  complete  ptosis.  The  eye  was  wholly  un- 
injured. 

I first  saw  the  boy,  in  consultation  with  the  father,  March 
15,  ISTl.  The  left  up^Der  lid  appeared  considerably  thicker 
tlian  the  right,  partially  from  an  overlapping  of  the  tarsal  car- 
tilao;e,  wdiich  seemed  to  have  been  torn  across  about  the  middle 
of  its  length,  and  in  part  from  a somewhat  excessive  quantity 
of  subcutaneous  adipose  tissue  just  above  the  upper  border  of 
the  cartilage.  There  was  no  sign  of  any  action  of  the  levator 
muscle  in  any  of  the  movements  of  the  eyes,  but  the  lid  hung 
motionless,  except  as  it  was  lifted  slightly  by  the  contraction 
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of  the  occip]to-frontal  muscle  drawing  upon  the  skin.  There 
was  no  impairment  of  vision,  nor  any  restriction  of  any  of  the 
movements  of  the  eye.  The  case  was  evidently  one  of  com- 
plete detachment  of  the  tendon  of  the  levator,  without  other 
injury  of  importance.  I decided  to  make  an  attempt  to  find 
the  severed  tendon,  and  reunite  it  to  the  tarsal  cartilage.  The 
operation  was  performed  March  19th,  with  the  important  as- 
sistance of  Dr.  T.  F.  Prewitt. 

•An  incision,  of  rather  more  than  an  inch  in  length,  was 
made  through  the  skin  along  the  upper  border  of  the  lid,  and 
the  dissection  extended  through  the  suhcutaneons  fatty  tissue 
in  a direction  nearly  backward,  so  as  to  avoid  opening  the 
conjunctival  sac.  The  upper  surface  of  the  eyeball  was  thus 
reached  without  having  encountered  any  fibres  of  the  orbicu- 
larisjmuscle,  or  in  fact  any  other  tissue  than  the  subcutaneous 
fat,  which  was  apparently  continuous  with  the  fat  of  the  orbit. 
A broad,  thin  tendon  was  seen  spread  out  over  the  exposed 
part  of  the  globe,  which  proved  to  be  the  tendon  of  the  supe- 
rior rectus.  Between  tliis  and  the  roof  of  the  orbit  the  tendon 
of  the  levator  was  easily  discovered,  and  no  difficulty  was  ex- 
perienced in  attaching  it,  by  three  sutures,  to  the  front  of  the 
tarsal  cartilage.  The  wound  was  then  closed  by  three  other 
sutures,  leaving  the  ends  of  the  three  deep  sutures  protruding 
externally. 

The  subsequent  swelling  was  v^ery  moderate,  and  the  ex- 
ternal wound  healed  promptly  without  suppuration.  The  su- 
perficial sutures  were  removed  on  the  fourth  day,  and  the 
deep  sutures  left  to  become  detached  spontaneously.  The  boy 
was  allowed  to  go  home  on  the  fifth  day,  the  levator  muscle 
evidently  performing  its  function,  although  impeded  in  its  ac- 
tion by  the  swelling  of  the  lid. 

Two  months  later  the  father  wrote  to  me  as  follows  : 

May  22, 1871. — The  operation  was  a perfect  success  ; the 
muscle  united  by  first  intention,  and  the  eye  opens  and  shuts 
simultaneously  with  the  other.” 


ADDITIONAL  NOTE  UPON  THE  USE  OF  ATRO 
PIA  IN  THE  TREATMENT  OF  INCIPIENT 
STRABISMUS.  By  John  Green,  M.  D.,  St.  Louis,  Mo. 


In  tlie  Transactions  of  tins  Society  for  1870,  I reported 
three  cases  of  periodic  convergent  squint,  in  which  the  repeated 
instillation  of  atropia  constituted  an  essential  part  of  the  treat- 
ment. The  applicability  of  the  method  to  the  incipient  stages 
of  strabismus  occurring  in  young  children  is  my  excuse  for 
again  briefly  calling  attention  to  the  subject. 

The  conclusions  at  which  I have  arrived,  as  the  result  of 
another  year’s  experience,  may  be  briefly  summed  np  as  fol- 
lows : 

1.  In  even  a very  young  child  (in  one  case  a child  of  three 
years),  with  commencing  strabismus  dependent  on  hyper- 
metropia,  the  repeated  instillation  of  atropia,  to  the  point  of 
completely  suppressing  accommodation,  leads  to  the  speedy 
abandonment  of  the  habit  of  squinting,  and  the  substitution 
for  it  of  a kind  of  scowl,  having  for  its  object  the  exclusion  of 
peripheric  rays  of  light  by  the  partially-closed  lids. 

2.  The  artiflcial  amblyopia  resulting  from  the  total  suspen- 
sion of  accommodation  supplies  a needed  motive  for  the  accept- 
ance of  convex  glasses,  which,  in  turn,  by  relaxing  accommo- 
dation, tend  to  postpone  the  return  of  the  deviation  as  the 
effect  of  the  mydriatic  passes  ofi*. 

3.  By  repeating  the  instillation  of  atropia  as  often  as  signs 
of  returning  deviation  appear,  the  habit  of  squinting  may  be 
effectually  broken  np,  and  the  case  at  last  brought  fully  under 
the  control  of  convex  glasses.  This  result  is  sometimes  attained 
in  the  course  of  a month,  "but,  in  one  case,  of  three  years’  stand- 
ing, even  at  the  end  of  eight  months  it  was  necessary  still  to 
resort  to  the  atropia  at  intervals  of  from  two  to  three  weeks. 


4.  These  results  have  been  attained  in  three  cases  of  peri- 
odic squint  of  fully  three  years’  standing. 

5.  In  cases  of  permanent  deviation,  in  which  parallelism  of 
the  visual  axes  no  longer  occurs  even  in  perfect  rest  of  the  eyes, 
the  effect  of  the  treatment  (whether  atropia  alone  or  atropia 
conjoined  with  glasses)  has  been  contined  to  an  improvement  in 
the  position  of  the  eyes.  In  such  cases,  however,  we  have  in 
the  degree  of  the  remaining  squint  an  important  index  of  the 
actual  shortening  of  the  interni,  and  a guide  to  the  extent  of 
the  correction  to  be  sought  from  tenotomy. 

From  these  statements  it  will  be  seen  that  the  success  thus 
far  attained  by  this  plan  of  treatment  is  limited  to  the  preser- 
vation of  binocular  vision  through  the  wearing  of  convex  glass- 
es. This  is,  however,  an  advantage  of  no  small  importance, 
when  we  consider  how  rarely  we  are  able  to  restore  perfect  bi- 
nocular vision,  after  it  has  been  once  positively  lost  in  conse- 
quence of  the  complete  development  of  a squint.  I am  con- 
vinced that  it  is  far  better  to  arrest  the  deviation,  and  at  the 
same  time  preserve  binocular  vision,  than  to  sacrifice  binocular 
vision  and  trust  to  a future  tenotomy  to  cure  the  deformity. 
The  danger  of  accidental  injury  from  the  wearing  of  glasses  by 
a young  child  may  be  reduced  to  a minimum  by  making  the 
frames  strong,  and  of  a somewhat  flexible  metal,  like  silver,  and 
choosing  the  lenses  of  extra  thickness  as  a safeguard  against 
breaking. 


PARALYSIS  OF  THE  TPJGEMmUS,  FOLLOWED 
BY  SLOUGIIIYG  OF  THE  COPYEA.  By  Wm. 
F.  XoRKis,  M.  D.,  Pliiladelphia. 

AY.  McC.,  aged  forty-two,  liorse-jockey,  came  to  the  clinic 
of  the  University  of  Pennsylvania,  September  11,  1871, 
complaining  of  an  inflammation  of  the  left  eye.  The  patient 
is  pale  and  emaciated,  and  has  a large  epitheliomatous  growth 
at  the  left  angle  of  the  month,  wliich  he  says  has  existed  for 
several  months. 

The  left  eye  has  been  sore  only  one  week,  and  the  con- 
junctiva now  presents  a bright-red  line,  but  remains  trans- 
parent and  without  granulations.  There  is  slight  bulbar 
chemosis  and  a punctated  keratitis,  most  marked  at  the  centre 
of  the  cornea,  which  renders  it  difficult  to  see  the  iris  except 
at  its  periphery.  It  appears,  however,  to  respond  to  the  stim- 
ulus of  light,  and  certainly  dilates  under  atropine. 

There  is  a slight  drooping  of  the  eyelid.  The  eye  is  mo- 
bile in  all  directions,  but  has  lost  its  sensibility,  and  the  cornea 
and  conjunctiva  may  be  touched  without  his  evincing  any  con- 
sciousness of  it.  There  is  also  impaired  sensibility  both  in  the 
skin  and  mucous  membrane  of  the  left  side  of  the  nose.  The 
sense  of  taste  seems  also  impaired,  and  salt  placed  on  the  left 
side  of  the  tongue  is  much  less  promptly  recognized  than  on 
the  right.  There  is  slight  paresis  of  the  left  facial  nerve,  and 
marked  deafness  on  the  same  side — does  not  hear  a watch  on 
contact,  and  a tuning-fork  held  at  the  vertex  is  heard  only  on 
the  right  side. 

A solution  of  atropine  was  instilled  into  the  eye,  and  a 
compress  bandage  applied  so  as  completely  to  close  the  lids. 
Tin's  was  removed  twice  daily,  to  cleanse  the  eye,  and  imme- 
diately reapplied  to  prevent  the  ingress  of  dust  or  other  foreign 
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bodies.  Notwithstanding  these  precautions,  the  inflammation 
of  tlie  cornea  progressed,  and  a small  slongh  formed  at  its  cen- 
tre, and  separated.  The  minute  aperture  thns  caused  was 
blocked  np  by  the  iris,  and  subsequently  showed  as  a central 
black  spot. 

Septemher  20th. — He  for  the  flrst  time  experienced  a sen- 
sation of  dizziness,  and  found  that  he  could  with  difficulty 
w^alk  straight.  This  feeling  however,  soon  passed  off,  and  up 
to  date  he  has  driven  a pair  of  horses  daily  in  the  park. 

October  l^th. — He  has  been  absent  from  the  clinic  and 
confined  to  the  house  for  the  last  two  weeks,  owing  to  the 
tumor  at  the  angle  of  the  mouth  becoming  inflamed  and  ub 
cerated.  During  this  interval  he  has  had  repeated  attacks  of 
dizziness,  usually  occurring  in  the  afternoon,  and  causing  him 
to  stagger  in  walking.  His  gait  is  now  habitually  unsteady. 

The  limbus  cornea  above  and  below  has  become  vascular, 
and  next  to  it  is  a comparatively  clear  rim  of  corr  eal  tissue, 
which  is  separated  by  a sharply-cut  groove  from  uie  opaque 
central  portion. 


The  right  eye  is  healthy  and  emmetropic,  Y 
eye  is  more  inflamed. 


_ 20 
""XX* 
and  there 


October  V^ih. — The  eye  is  more  intlamecl,  and  tliere  is 
marked  hypopyon. 

October  20th. — There  is  less  inflammation,  and  the  pus  in 
the  anterior  chamber  has  been  absorbed. 

On  this  day  Dr.  Grarretson  removed  the  epithelioma  at  the 
angle  of  the  mouth,  and  the  patient  passed  from  my  observa- 
tion. Through  his  kindness  I learn  that  on  the  24:th  and 
25th  there  was  violent  pain  in  the  head,  the  patient  crying 
out  that  ‘Ht  would  kill  him.”  On  the  26th  the  pain  was 
still  severe,  but  was  more  in  the  neck  and  cheek.  From 
this  date,  although  the  attacks  of  pain  were  much  less  fre- 
quent, and  his  mind,  which  had  been  wandering,  became  more 
clear,  the  patient  gradually  grew  weaker,  and  on  the  21st 
November  died.  No  autopsy  was  allowed. 

The  interest  of  the  above-detailed  case  centres  in  the  fact 
tliat,  although  the  patient  w^as  seen  at  an  early  stage  of  the  in- 
flammation of  the  cornea,  the  most  sedulous  care  in  cleansing  the 
eye  and  protecting  it  from  external  irritants,  did  not  prevent  the 
necrosis  and  perforation  of  the  central  portion  of  the  cornea. 
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InasmiTcli  as  tlie  views  of  pliysiologists  as  to  tlie  influence 
of  tlie  trigeminus  in  the  nutrition  of  the  cornea  are  so  di- 
verse, it  may  be  of  interest  to  recapitulate  the  results  of  a few 
of  the  more  prominent  experimenters.  Herbert  Mayo  ^ showed 
that  section  of  the  fifth  nerve  within  tlie  cranium  produced  in- 
sensibility of  the  eye.  Charles  Bell  recognized  the  fact  that 
the  sensibility  of  the  eyeball  was  due  to’  the  fifth  nerve,  and 
maintained  “ that,  when  that  sensibility  is  destroyed,  although 
the  motions  of  the  eyelids  remain,  they  are  not  made  to  close 
the  eye,  to  wash  and  clear  it,  and,  consequently,  inflammation 
and  destruction  of  that  organ  follow.”  Magendie  ® showed 
that  section  of  the  nerve  in  ralibits  produced  anaesthesia  of 
the  eye  and  inflammation  and  sloughing  of  the  cornea.  lie, 
and  after  him,  Longet,  found  that  section  of  the  nerve  ante- 
rior to  the  ganglion  of  Gasser  was  more  likely  to  produce 
this  effect  than  section  posterior  to  it.  The  latter  attributes 
the  changes  which  take  place  in  the  eye  to  impaired  nutrition, 
and  argues  that  they  co,nnot  be  due  either  to  diminished  se- 
cretion of  tears  or  to  the  insensibility  of  the  eye,  because 
neither  the  more  complete  dryness  of  the  ball,  after  extiiq^a- 
tion  of  the  lachrymal  gland,  nor  the  prolonged  contact  of  the 
air  in  paralysis  of  the  facial  nerve,  produces  the  same  effects. 

Graefe  ^ experimented  on  rabbits,  and  found  that  intracranial 
section  of  the  trigeminus  caused  insensibility  of  the  ball,  and 
complete  ojoacity  of  the  cornea,  which  in  his  experiments  never 
went  on  to  ]:>erforation.  He  maintained  that  the  trigeminus 
is  in  part  a trophic  nerve,  and  that  the  destructive  changes 
ensuing  in  the  eye  are  not  alone  due  to  insensibility  to  exter- 
nal irritants,  because  extirpation  of  the  tear-gland  and  cutting 
off  both  eyelids  do  not  produce  the  same  effect — the  cornea 
remaining  transparent.  He  also  adduces  pathological  cases 
(in  man)  in  which  perforation  of  the  cornea  occurred. 

Snellen  ® cut  the  trigeminus  in  rabbits,  and  found  that, 
when  he  protected  the  eye,  by  sewing  the  yet  sensitive  ear 

^ Anatomical  and  Physiological  Commentaries,  bond.,  1822,  ISTo.  II.,  p.  5. 

^ Nervous  System  of  the  Human  Body,  Loudon,  1830,  p.  207. 

® Journal  de  Physiologic  experimentale,  tome  iv.,  pp.  176-183,  1824. 

Anatomic  et  Physiologic  du  SystemeNerveux,  t.  ii.,  p.  161,  Paris,  184-2. 

Archiv.  fiir  Ophthalmologie,  Baud  I.,  Abth.  I.,  S.  306-315. 

® Yiivhow’s  Archiv.,  13  Bd.,  S.  107,  1858. 
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over  it,  the  cornea  remained  intact  for  ten  days,  but  that  with- 
out this  precaution  it  rapidly  clouded.  He  has  since  pub- 
lished a case  in  a middle-aged  man,  where  the  eye  improved 
when  placed  under  a stenopaic  shell,  and  the  acuity  of  vision 


rose  from 


20 

XX* 


When  the -protection  was  removed  it 


20  . . . 

again  sank  to-^ , and  immediately  improved  on  its  reapplica- 


tion. He  therefore  argues  that  the  changes  in  the  cornea  are 
traumatic,  and  not  due  to  any  trophic  influence  of  the  gan- 
glion of  Gasser. 

Meisner  ^ holds  that  the  inner  flbres  of  the  nerve  are  more 
important  than  the  outer  for  the  preservation  of  the  cornea,  be- 
cause, if  the  nerve  be  only  partially  divided  and  the  former 
left  intact,  the  cornea,  although  insensible,  does  not  become 


opaque. 

Schifi*  arrived  at  much  the  same  conclusions. 

Finally,  Sinitzin/  from  experiments  on  rabbits,  advances 
the  following  views : 

1.  That  extirpation  of  the  superior  cervical  ganglion  of  the 
sympathetic  caused  congestion  of  the  choroid,  and  increased 
the  temperature  of  the  eye. 

2.  That  the  cornea  in  the  operated  side  became  more  ca- 
pable of  resisting  external  irritants. 

3.  That,  after  cutting  the  trigeminus  in  front  of  the  gan- 
glion of  Gasser,  neuroparalytic  affection  of  the  cornea  does  not 
ensue,  if  the  superior  cervical  ganglion  of  the  sympathetic  be 
at  the  same  time  extirpated. 

4.  That,  after  such  changes  have  set  in,  they  become  retro- 
grade, and  disappear  after  extirpation  of  the  ganglion. 

5.  That  this  is  possible,  so  long  as  the  cornea  has  not  be- 
come dry  and  horny,  and  that  even  at  this  period  it  arrests 
further  destruction. 

6.  That  ulcerations  of  the  lips  and  lids  also  disappear,  and 
that,  to  allow  repair  to  take  place,  it  is  not  at  all  necessary  to 
protect  the  eye. 


‘ Ilenle  and  Pfenffer’s  Zeitsclirift  (3),  xxix.,  p.  96  (quoted  by  Wells). 

^ Ibidem,  p.  217  (quoted  by  Wells). 

® Centralblatt  fiir  Mediciniscben  Wisseiiscliaften,  ]?Io.  11,  March  18,  1871. 
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A CASE  OF  CONGENITAL  FISSUEE  OF  THE 
LIDS.  Bj  W.  AY.  Seely,  M.  D.,  Cincinnati. 

Fkeaks  in  embrjological  development  are  interesting  as 
curiosities,  and  instructive  when  studied  in  connection  with 
the  normal  growth. 

The  case  I have  met  with  presented  abnormalities  in  botb 
lids,  and  also  in  the  ball. 

Beginning  at  the  outer  angle  and  following  the  lower  lid 
toward  the  inner,  we  found  the  development  perfect  for  about 
three-fourths  of  the  length  of  the  normal  lid.  Then,  by  a pret- 
ty steep  angle  of  declension,  the  lid  terminated  with- a channel, 
through  which  the  tears  flowed  upon  the  cheek.  The  remain- 
ing fourth  of  the  lid  was  found  as  a piece  of  skin,  of  an  irregu- 
lar, inverted  V-shape,  closely  attached  to  the  globe,  extending 
to  near  the  sclero-corneal  junction. 

The  upper  lid  extended,  with  perfect  development,  to  a 
point  corresponding  to  the  beginning  of  the  defect  in  the  low- 
er. Here  there  was  a slight  notch ; then  the  free  margin  was 
continued  on  to  the  inner  angle,  but  without  cilia,  or  Meibo- 
mian glands,  so  far  as  I could  discover.  There  were,  also,  no 
cilia  on  the  angle  of  termination  in  the  lower  lid,  none  upon 
the  fold  of  skin  attached  to  the  globe.  Nor  were  there  any 
Meibomian  glands  in  this  attached  portion,  and  no  cartilage. 
There  w^as  likewise  no  trace  of  the  inferior  canaliculus. 

Dr.  AYecker  has  given  a descri[)tion  of  a case  of  congenital 
fissure  of  the  lid  (see  Arch,  fur  Ophthal.  und  Otol.^  vol.  i.),  and 
has  referred  to  nine  others. 

So  far  as  I can  discover,  the  case  I have  described  is  peculiar 
in  this,  that  there  was  a very  large  portion  of  skin  attached  to 
the  globe.  This  portion,  however,  did  not  fill  up  the  defect 
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when  the  lids  were  closed,  for  a space  was  still  left  between 
the  lid  proper  and  the  adherent  portion.  With  the  exception 
of  this  adhering  part,  the  eyeball  was  perfect. 

I have  seen  one  case  of  slight  notching  of  the  npper  lid, 
occurring  in  a child  affected  with  single  harelip.  Also  a der- 
moid tumor  about  the  sclero-corneal  junction,  without  any  co- 
loboma  of  the  lids. 

The  child  whose  case  I have  described  had  a suspicion  of 
defect  in  the  upper  lip,  and  also  of  the  alveolar  process.  The 
lip  seemed  to  be  thinned  in  front  of  each  nostril,  the  fact 
becoming  quite  apparent  when  the  child  cried  and  the  lip  was 
stretched. 

According  to  Kolliker  {see  “ Entwickelungs  Geschichte  des 
Menschen  und  der  Hoheren  Thiere  ”),  we  have  the  sclerotic 
and  cornea  appearing  in  the  latter  part  of  the  second  and  first 
part  of  the  third  months.  The  eyelids  begin,  as  small  folds  of 
skin,  about  the  first  of  the  third  month ; come  into  contact  and 
unite  in  the  fourth. 

It  would  seem,  according  to  the  pointing  of  some  of  these 
cases  of  defects,  that,  along  with  the  formation  of  the  lids,  there 
must  also  take  place  a histological  transformation  of  the  skin 
covering  the  eyeball,  into  two  layers  of  mucous  membrane ; 
the  one,  the  palpebral,  the  other,  the  ocular  conjunctiva. 

Continuing  our  reasoning  with  this  view,  we  are  of  course 
forced  to  regard  these  colobomata  as  simply  arrests  of  histo- 
logical transformation. 

As  regards  the  operative  interference,  I would  simply  add 
that  the  first  step  was  to  free  the  movements  of  the  ball,  which 
of  course  were  very  much  restricted  by  the  cuticular  attach- 
ment. To  accomplish  this,  I dissected  the  attached  portion  loose, 
down  to  a level  with  the  cul-de-sac,  and  snipped  it  off.  Then, 
by  loosening  the  conjunctiva  a little,  and  making  two  incisions 
along  the  cul-de-sac,  on  either  side,  it  was  readily  brought  to- 
gether over  the  denuded  spot  and  held  by  two  sutures. 

Two  weeks  later,  I prepared  the  parts,  denuding  them  up 
to  the  inner  angle,  also  the  lid,  and,  by  making  an  incision 
horizontal  to  its  free  margin,  carried  it  forward  and  fastened  it. 

It  fitted  nicely,  and  remained  three  days,  when  the  mother 
brought  the  child  in,  saying  she  had  torn  the  parts  loose.  Sub- 
sequent attempts  failed  to  keep  them  together. 


